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PREFACE 


T his lUtk monopniph rcalU an atUmpt to accctlc to the request 
ot a numbtr of Lrolopical fnend at home and abroad that I should 
detail further tiic method^ cmplm-cd in m\ Retropubic approach to 
a number of hurpeal problems 

The pencroui welcome accordinl to i-ariier presentations and tlw* 
cnthusia m ssith which 50 man\ urj^eon ha\e adopti-d Retropubic 
Pro5tatcctom\ confirm that m\ pti>onal loop Kit di <itl<faction with 
accqitcd methodi u not unique and lias stimulated me to the task of 
cndeas'ounnp to dc’^nbe more fuIK the mwir teclmiques whicli I ha\e 
found helpful m dealmp with tiu larpc \-anet\ of patholopj grouped 
under the headmp of Pro^tatic Ol^trurtion 

I base Uken this opportunit) of mrludinp m\ hitherto unpubll hed 
retropubic operation for Stri-ss Inronlmencc m \\ omen which actualR 
antedated the use of this approach to the prostate The number 
of pvTiaxolopists wlm ha\*c cxpn> ed satisfaction wath and adopted tins 
operation is I feel a sufTicicnt warrant) tliat the procedure K not without 
merit though I am dtxpU conscious that an\ such operation must stand 
the tcvt of time It is but three jtars since I fir t adopted tlic tL“chniquc 

1 take this opporlunit) of thanking those Assistants House Surgeons 
Ward Sisters and Nurws whose dcsoted attention kindl) encouragement 
and helpful suggestions ha\c contnbuted no little to what has alrcad) 
been accomplished 

In particular I would place on record mj thanks to Mr Ashton Miller 
FRCS mj Pnwtc ^VMistant for his ever read) help not onlj m the 
arduous task of proof rcadmg compilation of statisbcs and reference- 
hunting but for his help in writing largely the Chapter on the Anatom) 
of the Retropubic Spaces skilled assistance in the operating theatre and 
painstaking after-care of those man) patients entrusted to his care I 
wash also to thank Messrs L P Nai and C M Stoker whose \Tilacd 
help in the earlier stages of the work meant so much 

Mbs Barbara Nicholson has established herself as a worth) pupil of 
the late Thornton Shiclls and has des’oted much of her time to 
the preparation of the fllustrations all sketched in the operatmg theatre 
For clanty they arc all deliberate!) made semi-dlagrammatic 



L'iAly, J p;j.y iribuUi to my ^e(re1j)ry, Mm, Dorothy LeoU', for her 
’AO)), T)ov<m'hij)m}' good ljumour and oon'-n;nmilo industry 

3’rom rny pubJjShcrs, Memr^ Livingslonf; and osj)ccia))y Mr C))arles 
MaoMj])an J havo rccav^d •’'V^ry oourto^y and liolp. 

To ono and aJJ J tender my gratetuJ thanks, 

'J JiJOiNc;; Mjjxjk 


guw:K'S 
WNJJOI'C, StV7 
.AJAY, m47 



CONTENTS 


Page 

Chapter 

I Introduction 1 

II Prostatic Obstruction 5 

III Surgical Approaches to the Prostate 30 

IV Historical 36 

V Surgical Anatomy 40 

VI pRE-OPERATn E CaRE 52 

VII Intra\"enous Therap\ 70 

VIII ARilA^tENTARIUil 75 

IX. Retropubic Prostatectom\ 81 

X Post-operath E Care 100 

XI Retropubic pRosTATECTOir\ after 

Preliminary C\stostom\ IIO 

XII Operative Difficulties 116 

Xin Post-operative Complications 118 

Xrv Sub-cervical and Sub trigonal Lobes 130 

W The Fibrous Prostate 133 

XVI The Calculous Prostate 140 

XVII Carcinoma of the Prostate 152 

XVIII Carcinoma of the Bladder 158 

XIX. Post-prostate CTOMN Obstruction 164 

XX Traumatic Rupture of the Posterior 

Urethra 173 

XXI Prostatic Abscess 179 

XXII Anaesthesia 181 

XXIII Stress Incontinence in Woiien 184 

Case Analyses (Appendices I and II) 19-1 

Index 207 




CHAPTER I 


INTRODUCTION 

T he first t\\ent\ five \cars of this ccnturj witnessed a 
length; and w ord\ battle betw cen the protagonists of the 
suprapubic and perineal routes The results obtained b\ 
the masters in each approach were m the main good but those 
general!; obtained left much to be desired The mortaht; m 
the suprapubic and the morbidit; in the penneal were b; no 
means insignificant and led man; a prostatic to procrastinate 
until irreparable renal damage had been ;\Tought The 
de;eIopment of the transurethral resection procedures in 1931 
ga\c hope to man; that the prostatic millennium had arn\ed 
but the sanguine prognostications of the carl; workers can 
scarce!} be said to ha; e been fulfilled Despite man; ingenious 
implements in armamentanum the transurethral approach 
has not secured widespread acceptance for the treatment of 
most prostatic ht^xirtrophics The last decade has seen the 
battle rcsohe itself into a tnangular contest behseen the pro- 
tagonists of the three schools — suprapubic, permcal, and 
tranturcthrak The standpoint most commonl) adopted is that 
the transurethral approach should be cmplo} ed m the fibroses 
and minor hj'pertrophies whilst the grosser h3T)ertrophies 
should be dealt with b} open operation cither suprapubic or 
penneal according to the operators preference and com- 
petence m each route. It is maintained bv manj rcsechomsts 
that it IS illogical to adxocate a transurethral resection m the 
lesser enlargements only If it is the operation of choice m 
one wh} not in all? One answer would appear to be that few 
urologiraJ surgeons arc competent to secure a complete 
removal of all the hypertrophic tissue liy endoscopic methods 
in the larger glani in the course of a reasonably short 
operation Another is that even in the best hands the penod 
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RETROPUBIC URINARY SURGERY 

of urethral convalescence is prolonged when the larger glands 
are resected transurethrall}^, complete unnai^T^ comfort often 
not bemg regamed for months The resection of the massive 
hypertrophies not infrequently entails a considerable loss of 
bloody and a large area, coagulated more or less extensively, is 
left to epithehalise Infective phenomena, not necessarily^ m the 
immediate post-operative period, are not uncommon. 

The ideal operation must secure a complete removal not 
only of all existmg obstruction, but of aU potentially obstruc- 
ting tissue vith a minimal mortali^y^ low morbidity, easy 
convalescence, and rapid return to normal health and unnaiy'’ 
function The operation, moreover, should not be outside the 
scope of any^^ tramed urological surgeon In this way^ alone 
can the greatest good be administered to the greatest number 

In sponsormg y^et another approach to prostatic surgery 
I have few qualms I have good reason to believe that few 
surgeons are satisfied vnth the classical routes, and I know that 
the retropubic operations I am about to descnbe are well 
vathin the compass of any^ tramed urologcal surgeon, and 
mdeed are more readily^ learned than either the transurethral 
or permeal operations I have eveiy^ confidence that the 
enthusiasm vdth v^hich earher presentafions have been re- 
ceived will be upheld, and that we can at last offer the prostatic 
patient a relatively^ simple rehef from his urinary troubles, not 
in a few chmcs staffed by outstandmg men, but in a large 
number of urological sennces throughout each country The 
realisation by the pubhc that a reasonably safe operation vith 
easy^ convalescence is available, which vill enable them to 
secure permanent relief vath quick return to normal activities, 
should lead to an earher seeking of advice, vith consequent 
" better nsk ” type of case, and a corresponding dirmnution in 
the surgeon’s anxieties Such is the goal towards which all 
urologists have been airmng 

It has long been a commonplace m Urological Surgery^ that 
contammation of the so-caUed Ca%mm Retzu must be avoided 
at all costs, and generations of surgeons have devised vanous 
procedures to avoid any^ mtrusion mto this forbidden realm 
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In introducing a senes of operative procedures deliberately 
transgressing this territory of ill repute I feel that some 
justification for so trampling on accepted dicta is required 

It IS an established fact that many operations on the in 
fected bladder were followed by a pencyshts beheved to 
ongmate m the retropubic space so to attack organs 
deliberately via this " dangerous ’ area would seem at first 
foolhardy To counter such cnticism one must pomt out that 
for more than a decade countless surgeons have been carrying 
out sucqesfuUy total cysto-prostatectomy m which the retro- 
pubic spaces are widely opened up Few of these cases 
succumb from a spreading infecbon from the denuded area 
I beheve that the reason hes m the wide exposure of the Cavum 
Retzu and the consequent free drainage When a septic 
bladder is opened for dramage some of the contents are apt to 
escape mto the penvesical tissues either at operation or by 
subsequentlj seepmg mto the fat bound retropubic space 
There is imperfect drainage of this region and the notonously 
poor defences of fatty tissue faultily dramed come mto play 
The operations described m this volurpe entail a wide opemng 
up of this space but m all free dramage is provided I claim 
that we have proved that under these conditions the retro- 
pubic space IS not vulnerable 

The extravesical retropubic approach to the prostate 
enables us to deal with all pathological condifaons met with m 
the organ and its contamed urethra. Adenectoirues of all 
types, resecbon of median bars curettage of prostate calculi 
radical extirpation of the gland ^vith or without a portion of 
the bladder base evacuabon of prostate abscesses removal 
of calculi impacted m the prostate urethra surgery of certam 
types of post prostatectomy obstructonS;, repair of recent cind 
late mjunes mvolvmg the postenor urethra can be effectvely 
dealt with by this approach 

In the female we have shown that by elevaton of the 
bladder neck with an appropnate fasaal slmg thus correctmg 
the loss of the stretched or tom pubo-cervical fasaa w'e can 
cure the vast majonty of cases of stress mcontnence 
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In short, we hope to make out a case for uhlising the 
retropubic approach to attack many of those urological pro- 
blems previously dealt with by other more dangerous or more 
difficult routes, and so brmg that hitherto relatively unexplored 
realm — the retropubic space — more prominently into the uro- 
logical ken 
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PROSTATTC OBSTRUCTION 

U NDER the terra prostabc obstruction must be grouped a 
large vanety of pathological conditions They may be 
summansed thus — 

, 4 , , i (unilateral (rare) 

a lateral lol«hn>ertrophy I 

b Poitenor commiMural hypertrophy 
a Subccrvical lobe hypertrophy 
d. Subtngonal lobe hypertrophy 
e Anterior lobe hypertrophy 
f Median bar or sclcrosui of the bladder neck 
g Calculosu of the proitatc 
h Carcinoma of the prostate. 

A combination of two or more of the above is usual and 
probably the commonest vanety of obstruction met with is 
the tnlobed gland m which a bflateral lobe enlargement is 
associated with postenor commissural hypertrophy 

Whilst the adenomatous or hypertrophic type of gland 
13 readily differentiated from the fibrous calculous or caremo- 
matous glands m most cases the exact diagnosis frequently 
rests with the cysto-urethroscope eg Fig 1 

Havmg established that surgical intervention is radicated 
and that the pafaent has been brought mto the best possible 
condition to w^thstand this mtervenhon modem urological 
surgery now demands that the precise nature of the obstruction 
be determined so that the eradication not only of all apparent 
obstnictiOD is effected but also the removal of ah potentially 
obstructing tissue Disregardmg for the moment incomplete 
transurethral operations it is weW known that the suprapubic 
transvesical operations are not infrequently culpnts m allow- 
ing small residuarj nodules to be left close to the apex of the 
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gland, whilst even the best conducted perineal prostatectomies 
are not immune from leaving, inadvertently, sub-cervical or 
sub-tngonal adenomata placed no less strategically in close 
proximity to the bladder neck A careful cysto-urethroscopic 



Fig 1 

Enormous hypertrophy of verumontanum Jeadmg to 
difficult unnatioii 


examination should enable a full diagnosis of the precise 
nature of the obstruction to be made, and the operation 
planned accordingly The retropubic exposure, with its ex- 
cellent visualisation of the whole of the prostatic cavity, is an 
additional safeguard against leaving behind such potential 
sources of obstruction 

The following is a brief description of certain features, 
clinical and endoscopic, in the commonest types of obstruc- 
tion 

Bilateral lobe hypertrophy (Fig 2) —This extravcsical 
type of enlargement, without intravesical projection, reveals 
its true si^e on rectal examination, and on occasion can reach 
truly enormous proportions, defying all efforts of the rectal 
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examining finger to reacli its topmost limits Clinically the 
most prominent features are usually frequency and extreme 
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RETROPUBIC URINARY SURGERY 

not infrequently relieved by the passage of a catheter on a 
single occasion Factors leading to prostatic congestion, e g , 
alcohol, sexual excess, exposure to cold and damp, failure to 
obey the urge of urination when it occurs, may lead to an 
intracapsular engorgement with consequent enlargement of 
the adenomatous lobes and blocking of the urinary outflow 



Fig S 

Inverted V cilect at roof of vesical neck 


The passage of the catheter and emptying of the bladder will 
decongest the gland, and relatively normal mictuntion may 
be resumed , months or even years may elapse before a further 
retention supervenes Endoscopic examination will reveal an 
increase m the length of the urethral canal, some gnpping 
in the passage through the prostatic urethra, and in certain 
instances where the growdh of the lateral lobes is irregular, 
e g , one being more developed m the distal portion and the 
other proximally, some rotation of the beak of the endoscope 
may be required for easy introduction The residual unne is 
usualE minimal or absent Gross vesical hj^pertrophy 
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e\adenccd bj massi\ e trabcculation is commonU seen Owing 
to the absence of intravesical protrusion no bas fond is 
present and the ^\hole of the tngonc is casil\ apparent. 
With the optical s\' 5 tcm directed antenorh a deep cleft is 
seen (the m\erted V effect) it the bladder neck vhich is 
continued along the length of the prostatic urethra (Fig 3) 
Looking posteriori} at the bladder neck there is a shght 
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Cj^toicopic «ppr»r»ncr of coor»r trabecula t-on of 
blad<lcr aMockitnl »ith proatatic obitruction Compare 
thl* isith the fiflf type of trabeculatkm charmcterUtkalJy 
■ern !□ the 1 hdaer d\-ifuncibxis of nearopQthI« 
(Hr 3 ) 


elevation which rapidl} merges mto a deep cleft as the instru 
ment is withdrawn The withdrau^ must be contmued not 
onl} until the \erumontanum is seen but imtil the distal 
extremities of the lateral lobes have been visualised. Careful 
search will be made for evidence of small sub-cervical or sub- 
tngonal lobules lest these be missed at operation 

Poitenor Commi8»uraI Hypertrophy — Whilst there IS no 
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characteristic symptomatology in any type of prostatic obstruc- 
tion, this variety usually shows increased frequency, delay in 
initiating the act, and diminished stream On rectal examma- 
tion there is seldom marked enlargement, though on bimanual 
palpation in a thm subject enlargement may be detected m 



no 5 

Vault of Tabetic Bladder shoutmg characteristic hue 
l 3 pe of trabeculation 


the grosser varieties Unnatural thickening of the postenor 
lip of the vesical outlet may be felt when rectal examination 
is made with a catheter or cystoscope m the urethra 

Endoscopy will reveal at times some difficulty m negotiat- 
ing the bladder neck Residual unne will be marked m the 
more extreme varieties, as will trabeculation of the bladder 
wall Even in the grosser types no difficulty will be found 
in securing a view of the tngone, unlike the situation when 
dealing with that other type of “middle lobe “ — the snb- 
cervical variety. On withdrawing the endoscope over the 
floor of the thickened bladder neck, the depth of the ty^per- 
trophic tissue will be determined, and m the larger glands 
deep clefts or sulci will be seen laterally. 
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characteristic S}^mptomato]og3^ in any of prostatic obstruc- 
tion, this variety usualty shows increased freqnencj^, dela}?’ in 
initiating the act and diminished stream . On rectal examma- 
tion there is seldom marked enlargement though on bimanual 
palpation in a thin subject enlargement may be detected in 
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Vault of Tabetic Bladder showing characteristic firie 
of trabcculaliou 


the grosser vaneties Unnatural thickening of the postenor 
lip of the vesical outlet ma}^ be felt when rectal examination 
is made vnth a catheter or c3'stoscope in the urethra 

Endoscop}" vill reveal at tunes some difficulty in negotiat- 
ing the bladder neck Residual urine iwll be marked m the 
more extreme A^arieties, as will trabeculation of the bladder 
wall Even in the grosser types no difficult}^ aaHI be found 
in securing a view of the tngone, unlike the situation when 
dealing irith that other type of "middle lobe” — tiie sub- 
cervical variety. On lAithdravTug the endoscope over the 
floor of the thickened bladder neck, the depth of the h3^per- 
trophic tissue amU be determined, and m the larger glands 
deep clefts or sulci will be seen lateralty. 
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Bilateral and Posterior Commissural Hypertrophy —This 
combination of the two foregoing types is that presenting to 
the suprapubic prostatectoraist as the mtravesical ' horse- 
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Ptwtcnor connnljwrtl hypertrophy hote bM-e the btavy imilc 
lolw m the mWlinr ocicuiing the tngone and bhuhlcr bMr 
•prcadujg ont latcmhy to right tuid left but not InvoUdng the 
lateral lobm ia fimiJar hyprrtrophj The mooth* of ti^o du'ertl 
cola may be aecn (llandutl) 

collar (Fig 9) The residual unne is usually marked though 
the trabcculahon of the bladder may not be gross WTien 
retention supcnrcncs in this the pouer of unnabon is 
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seldom regained until prostatectomy or resection has removed 
the obstruction Catheterisation m this type may not be easy, 
and a bicoude curve or hollow-tipped rubber catheter, armed 
with appropriately curved stilet, may be required to traverse 
the prostate urethra 



Fig 7 

Cystoscopic appearance of floor of bladder neck 
m postenor commjssural hypertrophy 


Endoscopy will show elongation of the urethra, elevation 
at the floor of the vesical outlet (Fig 8), marked anterior V, 
and deep cleftmg m the urethra Posterior urethroscopy in 
these cases is very important to differentiate the postenor 
commissural hypertrophy from the subcervical gland enlarge- 
ments In this form of tnlobed enlargement of the prostate 
the tissue enucleated should represent a single mass 

Solitary Sub-cervical Hypertrophy (Fig 10) — ^ThiS type 
always enlarges mtravesically, herniating through the internal 
sphmeter Rectal examination reveals no prostate enlarge- 
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ilodcratp bilateral lobe and pewterior coimnl«nnl h>’pcrtrophi Both 
Ulrral kDbra are rophlc the Wt illchtly larirr than the ripht 

there U a tkcplv cWted pewterior cmnmiMnral bt-pertropln The 
three ma»«et arc intltnatrlj connreted Moat of the tfiKOoe Is obvrared 
(//amigif ) 
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present antenorly, mth similar cleft formation at 4 and 8 
o clock at the vesical outlet 

Sub-trigonal Lobe Hypertrophy.— This t5rpe is seldom of 
practical importance unless associated with hypertrophy of 
other lobes In one mstance onl}^ detailed later m the text, 
did we find an example of sohtan^ sub-tngonal enlargement 
necessitatmg mtervenhon 



Fig 11 

C3^sto-urethroscopic appearance of sub-cervical lobe 


Anterior Lobe Hypertrophy. — This is another rare type of 
h3^pertroph3^ o^^ung to the infrequenc3^ vath which glandular 
elements persist m the antenor commissure m adult hfe We 
have met vath but two examples, and each was reheved of 
an acute retention b3^ means of a transurethral resechon 

Median Bar (Figs 14 and 15) — This term was first mtro- 
duced and described b3^ Guthne in 1834 Wntmg of this 
condition Randall sa3^s "such a bar is an obstruchon to the 
vesical outlet from a thm and abrupt elevafion of the postenor 
vesical hp rismg to distort the normall3^ smooth vesico-urethral 
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outlet and associated with a marked!} contracted and sclerotic 
internal vesical sphmcter This is the true median fibrous 
bar that has travelled the world over under vanous other 
descriptive terms and clinical titles such as contracture of 
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Filling defect in cjitojnun catMcd by Urge lntni\T*lcaJ 
lub-cervlcal lobe 


the vesical neck sclerosis of the mtemal sphincter 
atrophy of the prostate prostahsme sans prostate etc 
etc, Randall came to the conclusion that all such median 
bars were the result of an antecedent inflammatorv process 
resulting in effect from an undcrlving chronic prostatibs 
The clinical picture does not differ from other forms of 
prostatic obstruction except that it tends to present itself at 
an earlier age d\suna and residual unne being present in 
the absence of demonstrable prostatic h\'pertroph\ either on 
rectal examination or cndoscopicalK 

Of the gross patholog^ Randall wntes On la}ang open 
2 
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the bladder m such a case, with its attached prostate and 
posterior urethra, along the ventral surface, one immediatelj 



1 JG H 

ral ukI sub-ccr\iciJ Jobe ]}yp( rirophy Note tlx pcduacuhbcJ 
sub-ccrvic^il ]ob( , llx clcfting b( ing jnrlicul'irly markc<l on the left 
Boll) liUnil lolx^s arc cnlirged Mod^rib tr ibccul lUon of the 

bl r (ftdwhU } 


appreciates the obslrucljon to both unnation and instrumen- 
tation by noting the abrupt elevation of the posterior vesical 
lip On the bladder aspect the trigone is found to descend 




Itu u 

Tv'piciiJ filntm* ractlbn l>ar fonnatlon Not thia >i*IVd atrophic and 
iton trabeculatcd blnkJcr The mouth of a tU\Trtl<mIum 1* wrj in the 
vertra The posterior Up of the \rflcal oatht mark^ an abrupt datn 
a deep itoi fond nnJ the floor of the nwtatk wrrthra There 
is DO hjpertrophlc chanfte m the priTsUte The posterior nrcthro b 
narrOMed oihI deepeoett I j the fii roui chanpiv, (IlMwhtl ) 

and ha\c much the same effect as a marked cN’stocccIc in the 
female bladder though in the mile ^^^th i bar formation this 
2a 
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change is due to the sclerotic contracture and elevation of the 
bladder's onfice, rather than the falhng away of the trigonal 
support as m a cystoccele '' 



Jjo 15 

J'lljroub mc^hiu bar H( r< aj^auj ih< pohU rwr v<*sJca) hp s}j 0 ^^b ihe 
lyj^cal fjbroub w^^hdv )rdr formatton ih< nirro\N<d \tsica] outlet, 

the abrupt d^^cJujc to the prostatjc un th ra] floor t]i( ocuitractun 
dravung tljc ^ ^ rumoutrinum und< r the hu^isi of Xht Jjir Ju this casr 
linn lb no jjiiTo^Mng of th< unDiri (ef Jig 14) (iinridnll } 

He continues . " In viewing the postenor urethral aspect 
one is strack b}- two outstanding changes The first is the 
change in the normal course of the urethral floor at the 
approach to the vesical orifice . here, where in the normal, one 
finds a slight elevation fanned by the soft tissues of the vesical 
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uvula, IS observed in the bar cases an abrupt end to the 
ureth^ course and a definite bar or dam, lies across the 
approach to the \esical cavity producing a nght-angled change 
in the course of the urethral lumen The vesical orifice or 
posterior vesical hp may he 1 or 2 cm above the actual floor 
and level of the postenor urethra. The tissue forming this 
bar IS no longer the soft uvular tissue but a firm dense 
inelastic mass that maj be 0 5 to 1 cm in actual thickness 
The second outstanding change is one of especial mterest 
both from the part it plays in explaining the pathologic process 
that has occasioned the bar and from its value in aiding the 
diagnosis at cj'stoscopy This change is the finding of the 
veruraontanum drawn up to a point directly under the breast 
of the bar formation a picture so characteristic of sclerotic 
contracture that it forms the one pathognomomc feature of 
bar formation and attention to this fact was one of the 
important findings from our early studies and uus first 
recorded m that work 

If one bisects such a bar formation m the median line 
postenorlj the cut surface appears as fibrous tissue with a 
minimal amount of muscular tissue but no glandular tissue 
is visible at all — again presenting the evidence of inflammatory 
sclerosis The postenor commissural glandular tissue when 
present lies far down under the base of the bar and unchanged 
in character or position from the normal 

The c 3 'stoscopic exammahon m these cases becomes an 
essential factor in diagnosis for without it a true mterpreta- 
bon of the cause of the symptoms and an explanation for the 
presence of the residual unne could be nothmg better than 
guess work or surmise The bladder is found to show evid 
ences of obstruebon m its trabeculabon has fond formabon 
and h>Tiertrophic tngonal muscle Diverbculabon of the 
bladder has been a frequent accompanying lesion to be men 
boned more particularly further on 

Cystoscopic study of the vesical onfioe shows an absence 
of the charactensbc defting of prostabc hypertroph> and 
one finds a smooth antenor sphmeter nm but should note 

2fl 
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the characteristic precipitate declivity of the trigonal plane 
when looking posteriorly As one withdraws the instruinent 
outward over the posterior vesical lip to examine the prostahc 
urethra, the cystoscopic entrance to the posterior urethra is 
accomphshed by visually falling down a declivity to a sudden 
stop at its base and the finding of the verumontanum on the 
floor of the urethra at this point , a pathognomonic picture, 



Fig 16 

Skiagram of Calculous Prostate 


which when combmed with the symptoms of prostatism and 
the findmg of residual urme forms the clinical tnad on which 
the diagnosis stands 

'‘A second type of fibrous bar formation has been observed 
that differs slightly m its gross pathology from the character- 
istic one ]ust desenbed In it the sclerosing process seems 
to have expended its mfluence on the trigonal side, more than 
on the urethral aspect, and one finds on cystoscopy a shorten- 
mg of the trigone, oft-times with a transverse creasing of the 
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same and a close approvunation of the interuretenc ndge to 
the \esical onfice. In this latter t>T>e there ma> be no fore- 
shortening of the urethral floor or change m the position of 
the verumontanum 

Calculous Prostatitis — B) this we mean the true or 
endogenous prostatic calculi in contradistinction to those 
unnar> calcuh lodged m the prostatic urethra or in commum 



Fio 17 

Urethroicopic ^^cvr of prmtatic calcnluj impinyliig on 
nrethrtt 


cabng diverticula therefrom There is invanabl} a chronic 
mflammatorj condibon of the gland Rectal ex animation wall 
disclose a firm mduration of the prostate with obvious crepitus 
m some cases Where suspiaon of a calculous prostafabs 
exists radiological studies should be made Fig 16 depicts 
the tj^ical X ray appearance of extensive calculous disease 
of the prostate 

Endoscopically there may be little confinnatory evidence 
though not mfrequentl} a grating ma} be detected on 
the passage of the instnunent through the affected portion of 
2c 
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the canal, and in some instances one or more calculi ma}^ have 
ulcerated through the mucous membrane and be seen project- 
ing mto the prostatic urethra. Such calcuh may lead to 
haematuria, or even cause a retention Fig. 17 shows the 
^ endoscopic appearance of such a complication 

Carcinoma of the Prostate. — There is no charactenshc 
simptomatolog}^ of the malignant prostate A short histoi^^ 
of prostatism vrth rapidl}^ developmg symptoms is strongty 
suggestive of mahgnanc}^ but a number of these cases are 
sloivly progressive o^^er several i^ears Clinically there are 
two main h^pes ; — 

a. The small hard gland v^hich is prone to metastasise to 
bone earbu 

b. The large diffuse nodular type which metastasises late, 
and tends to lead to a uremic death bj^ compression of 
the ureters — ihe aptly named "frozen pelvis” 

It is the latter typ^ which appears to respond best to oestrogen 
therapic I\Ian3^ cases present such characteristic classical 
signs on rectal palpation as to render diagnosis certam, but 
there are other cases where a presumptive diagnosis onJj^ may 
be given. ViUiere any doubt exists, radiological examination 
of the pelvis and lumbar spine should be made (a) to rule 
out calculous disease, and (b) to exclude bony metastases 
Endoscopi^ in the malignant prostate is not alwaj^’s easj^ and 
indeed m the large type of gland may be contramdicated A 
lack of mobihh^ and "gripping” of the endoscope m the pro- 
static urethra is ver^^ suggestive of malignanc}^ Bullous 
oedema of the bladder neck or of the tngone, where extension 
has occurred, may be noted. 


DIAGNOSIS 

The diagnosis of prostatic obstruction can USUallj^ be 
readilv made from the histor}' and the chmcal examination 
Rarely howe^'er, doubt vail exist as to whether a case is one 
of true prostatic obstruction or merety an mfech\"e or conges- 
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tive prostatitis Where such doubt exists careful Ci^to- 
urethroscopic evammation vaU settle the issue 

Though the diagnosis m most cases is casj^ very great 
judgment is requisite in detemiining the advisability of opera- 
hve intervention 1 ha%e never held wth those enthusiastic 
resectionists who advocate a prophi lactic resection for the 
earliest cndencc of prostatism In mj judgment veiy^ posi- 
tive evidence of established obstruction must be present there 
must be good reason to believe that such obstruction if left 
untreated nail lead to a shortemng of the life of the particular 
pafaent (I have seen manj cases nhere operative mtervcntion 
has been advised or even earned out disastrously m men 
harbouring other lesions hkely to prove fatal before increasing 
prostatism wtiuld either end their day's or render them 
intolerable) prostatic hy'pcrtrophies vary' exceedingly in then- 
rate of growth and indeed mere size is not an indication for 
surgery The surgical attack on the obstructing prostate 
whether it be by transurethral approach or by any one of 
the many open operations remains an adventure of real 
magmtude for the patent A very heavy' onus is laid on him 
who counsels such a hazard 

Residual unne is held m many quarters to be of paramount 
importance With this view I cannot m general concur 
The old teachmg that operataon should be advised only if 
the residuum is m excess of 120 c,cs, should be relegated to 
the limbo of the past Many a patent is suffering from 
extreme effects of obstructve uropathy with gross vesical 
trabeculaton dilated upper unnary tract elevated blood 
mtrogen etc but yet has a negligible residual unne On 
the other side of the picture I have a patent under my care 
whom I first saw at the age of 76 givmg a history of marked 
unnaiy obstructon for more than 40 years For this penod 
it had been his custom to adjourn to the lavatory twice daily 
and spend a full half hour forcing out dnblets of unne whilst 
readmg a detectve story I On examinaton the belly was 
grossly protuberant the bladder reaching to the xiphister- 
num and containing at a conservatve estimate 5000 c,c 3 , of 
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residuum There was no prostatic abnormality detectable to 
the rectal examining finger The urine was uninfected and 
the Blood Urea estimation was 26 mgms per cent I have little 
doubt that this was a case of median bar obstruction, but I 
held It dangerous to advise any intervention, and now three 
years later the patient is still in excellent health despite his 
long-standing urinary obstruction 

The two types of prostatism most commonly missed are 
(a) those presenting dyspeptic symptoms or anorexia, lassi- 
tude and inabilit}^ to concentrate, without marked urinary 
symptoms, who are in reality sub-ursemic and (b) those 
presenting recurrent attacks of urinary infection The former, 
due to faulty physical examination, are not discovered to have 
a chronically distended bladder with renal back-pressure 
effects, and the latter are usually labelled chronic cystitis 
Both require complete urological investigation and will 
usually require surgical attention 

The symptom of hcematuna wiU invariably call for 
thorough mvestigation even where obvious prostatism exists 
One is not justified in assuming that bleeding comes from an 
engorged hypertrophic prostate, if such exists, until evei7 
avenue has been explored to rule out vesical, ureteric and 
renal sources In one personal case after all such investiga- 
tions had proved negative, I removed a large adenomatous 
prostate onU to find some months later, as the hematuria 
continued, a small papilloma emerging from a vesical cellule 
Previous cj'^stoscopic examinations both by myself and a 
colleague had failed to visualise it In another case arriving 
in hospital with acute retention and a history of haematuna, 
all investigations failed to reveal any source of the bleeding 
other than the prostate A successful prostatectomy was 
followed some months later by recurrence of the haematuna 
The bleeding was then tracked down to the left kidne}^ which 
was harbouring a small hypernephroma 
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Anglcrma of pro«taljc urrthra c»ashig hcwnaturia ind 
dlinlrmbcd ndnary rtroara 



Fio 19 

Primary Cardnoma of Proatatic Urethm. 
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Figs 18 and 19 illustrate two rare types of case presenting 
typical prostatic sjnnptomatologj^ urmaiy frequenc}^ 
diminished stream \wth occasional hsematuna Neither 
revealed an}^ demonstrable abnonnaht}^ on rectal exammahon 
but endoscop}^ estabhshed the rare diagnosis The angioma 
of the prostatic urethra was present in a young man of 42 
and responded to urethroscopic diathermic coagulation 



Fig 20 

Vancose veins in bladder 


The carcmoma of the posterior urethra was m a man of 67 
seen some j^ears ago and deemed to be moperable A supra- 
pubic cj^stostom}^ was performed 

Hasmatuna ma}^ on occasion be due to marked varicosities 
m the bladder, as seen m Fig 20 In such a case in a 3 mung 
man of 27 I mjected endoscopicalty the vancose vem with 
sodium morrhuate, and c}^stoscop3^ five j^ears later revealed no 
trace of the enlarged vessel 

An mcreasmg number of patients present themselves 
because of unnar}^ frequenc}'' and penodic difficulty who show 
a soft moderate enlargement of the prostate on rectal exam- 
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SURGICAL APPROACHES TO THE 

PROSTATE 

H e who embarks on the surgerj' of the obstructing pro- 
state must be equipped to deal vrith all bpies of case 
and mil find that no single operation will prove 
adequate for the vaiieb* of pathologr* met with. 

The commonl}' accepted methods of attack on these 
obstructions maA* be thus summarised : — 

a. Transvesical suprapubic, 

b. Perineal, 

c. Transurethral. 

"V^Tfilst indiAudual surgeons claim that bi’ one or other of 
these routes they can tackle successfullA* all pathological con- 
ditions encountered, most agree that, to date, no single route 
is satisfactory" for all, and so they endeaAmur to familiarise 
themselA'es vrith all three approaches, a personal preference, 
in the nature of things, for one or other route predominating. 
l\Iost British and Continental urologists prefer the transA"esical 
operatioDS associated with the names of FreA’er, Thomson- 
WaJker, Marion and Harris, exceptions fav^ouiing the permeal 
or transurethral routes In America, Young and his man}' 
able disciples hav'e long adv-anced the claims of the permeal 
approach in the majoiitv' of cases, reservring the transurethral 
route for the fibroses and minor hApertrophies. The schools 
of the Middle West bpified b}' the Climes at Rochester, Ann 
Arbor and loAva Cib' haA-e utilised the transurethral route 
almost exclusiA'ely in recent A'eais 

Prior to August 1945, my own practice latterly -nas to 
employ a transurethral resection in appro.ximatelv 60 per cent 
of cases excluding the grossest hApertrophies and the e.xten- 
sive calculous prostates. For the former I adopted the supra- 
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London \Mth probabh the largest cxpencnce of prostatic 
surgerv m Great Bntain in recent >cars and for long 
a de\oted adherent to the tv\o-stagc Fre\er technique was an 
carh con\ert to m\ retropubic operation 

Hams Operation —Most urological surgeons regard this 
as a more formidable procedure than the Frc\*er and tend to 
reserse it for the better nsk cases It has been well said that 
when a Hams operation goes well it is cAcecdingh good and 
when it goes wrong it goes tembU wrong rather like the little 
girl in the nursen rhiinc The procedure has undoubtedh 
lost populant} during recent \ears Most Ainencan and Con 
linental urologists ha\e steadfasth set their faces against the 
operation on the grounds that the prostatic bed is no 
place for plastic siitunng It has had some following in Great 
Bntam notabh b\ Morson and Riches m London and Gal 
braith m Glasgow Qmte rccentli a prominent surgeon from 
Melbourne Australia told me that the first Hams prostatcc 
tomj he e\er witnessed was dunng his recent \asit to London 
It would appear that the procedure has been largch gi\en up 
in the land of its birth though sccmingU it still has its foIlow*ers 
m S\ dne) 

Permcal Prostatectomy — This opicration m its modem 
form*-^ has much to commend it It carries a lowair 
mortalitj than the suprapubic but the not infrequent 
unpleasant or c\ en disastrous sequela; in the form of persistent 
or slow healing fistula; incontinence of Muaing degree 
urethro-rectal fistula;, etc. ha\c led the procedure into 
disrepute m man\ quarters Moreo\er the operation is not 
eas} to p>erform and skill is acquired onh after i Iength\ 
apprenticeship Technical difficulties often present them 
sehes The depth from the surface m the \er} stout subject 
renders adequate \asuaIisation difficult and the exaggerated 
lithotom) p>osition coramonh adopted throws a strain on the 
hgaments of man\ an elderl} spme to saj nothing of artench 
sclerotic \'essels, (I ha\e hearf of one ruptured ihac artery 

Bn.T Ei^rt (1953) J Cn>i 41 
3 
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operator only rarely called on to deal with prostatic obstruc- 
tions Little special training is required for its execution, the 
main prerequisites demanded being judgment as to its 
indications and contra-lndicatons, with some skill m the after- 
care It lends itself well to the extirpation of all hypertrophies 
but presents great difficulties in the fibrotic and calculous 
glands , by this approach radical extrpation of the malignant 
gland IS impossible The two-stage method of carrymg out 
the operation is that most frequently adopted but it entails a 
lengthy hospitalisation, averaging 6-7 weeks, the blood loss 
both at operation and during the first two or three days is 
considerable, the post-operative course cannot be described 
as other than unpleasant and bladder spasms during the first 
24 hours can try the courage of the bravest^ Secondary 
haemorrhages are by no means infrequent, septic phenomena 
common and nursing duties arduous The penod of con- 
valescence after leaving hospital is usually prolonged and the 
operation m the eyes of the laity and indeed also of the 
medical profession has acquired a deservedly unsavoury 
reputation The mortality rate remains about 8-10 per cent, 
if one includes, as one must, those dying after the initial cystos- 
tomy The end-results, too, are not always satisfactory 
Riches and Muir^ in a follow-up of 55 cases traced out of 99 
subjected to a suprapubic prostatectomy for adenomatous or 
fibroadenomatous glands found only 44 (i.e , 85 5 per cent ) 
conformed to their critena of a satisfactory result, namely a 
free urinary stream and noctuna of two or less It is most 
likely too that many of those who did not answer the question- 
naire were unsuccessful cases and so the proportion of 
gratifying results correspondingly lower From such figures 
and indeed one’s own personal expenences, the Freyer opera- 
tion and its various modifications leaves much to be desired 
It is noteworthy that the late Mr Sydney MacDonald of 

1 On this point one cannot refrain from quoting the case of the internationally 
celebrated Urologist who taught for many years that pain ^^ter a properly 
conducted Freyer enucleation was mmimab his views on the subject changed 
materially after his own prostate had been removed, by such a procedure, by 
one of his disciples 

2 hirms. J W, Mi m, F G a933) Bnl J SiirR 20, 3GG 
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exponents the operation has a low immediate mortality but 
the penod of urethral convalescence is apt to be slow and 
complete urinary comfort may be delayed for man> weeks and 
m some cases not secured at all or onl> after a further resec- 
tion The high mcidence of post-operative stncture has not 
m m}^ opmion been sufficiently stressed. It is mconceivable 
that the commonly employed Resectoscopes gauged 30F (one 
popular cold punch euphemistically calibrated by the makers 
30F is nearer 33F) can be passed with safety along the 
majonty of male urethne The fact that Reed Nesbit of Ann 
Arbor a leadmg protagonist now admits to employing an 
external urethrotomy m some 33 per cent of his resection 
cases speaks volumes on this subject I have seen many cases 
of appaUmgly stnctured urethne followmg transurethral resec- 
tion It has long been my practice never to exceed a No 28F 
instrument and in most cases to employ a No 25F resecto- 
scope when dealing uath the fibroses and rmnor hypertrophies 
To sum up none of the above mentioned classical 
approaches would appear to conform with the cntena of the 
ideal operation With such exp>enences v\e felt supreme dis 
satisfaction ^vlth accepted methods and sought improvement 
m results with the retropubic approach 


3a 
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from the adoption of an exaggerated hthotomy position ) I 
have it on good authority from one of the leading American 
Climes where penneal prostatectomies are performed almost 
routmety that a not mconsiderable number of patients com- 
plam of their backs for months after a penneal prostatectomy 
Post-operative stneture is relahvety frequent and Lowsley/ a 
foremost exponent, wote recentl}^ (1944) m this connection 
the post-prostatectomy patient should be under the care of 
his surgeon for an mdefimte penod Frequent dilatation uath 
sounds or KoUmann dilator, to prevent stneture at the vesical 
onfice, should be done ” Such post-operative care ma}^ offer 
almost msuperable difficulties to the patient hvmg far from 
the dime The sexual sequelae of this operation, too, are not 
without sigmficance The frequenc}^ with which sexual 
impotence follows a penneal prostatectom}^ is well-known, and 
man^^ patients to-day seek information as to subsequent 
sexual potentialities before agreemg to mten^enhon on their 
obstructmg prostate 

Transurethral Resection. — This operation, as mentioned 
earher, finds its mam advocates m the ]\liddle West of 
Amenca - ^ That it has proved a valuable addition to Urological 
Surger}^ few ytII deny but, m the hands of most urologists, 
it does appeal' to have its limitations It is an exceedmgly 
difficult operation to master sufficiently to give good and 
lastmg results m the grosser ty^pertrophies Few, if any, are 
capable of resectmg m its enhreh^ the whole of the tyqier- 
trophic tissue ^ If adenomatous tissue is left behmd it will 
probably prove a source of trouble either from continued 
sloughmg due to imperfect blood supply (Flocks, 1937)^ or 
from a contmuance of the grovih process leadmg to recurrent 
obsh'uction m later j^ears In the hands of a few leadmg 

1 Lo^^SLC\, 0 S , Kir\m>, 1 J (1944) ‘ Clinjcal L^olog^ 

2 ^ESBIT, Reed (1943) ** Transurethral P^ostatectOIn^ 

3 BiR^ES, Roger (1943) ‘ Endoscopic Prostatic Surgerv 

4 I ha\e personally remo\ed by suprapubic operation some 75 grams of pro- 

static tissue from a patient resected in a leading Aliddle West transurethral 
chnic some few months earher I ha\e heard of several similar cases 
American Urological friends The total transurethral prostatectomies cl^mea 
b\ man\ resection enthusiasts fall far short of complete removal of hyper- 
trophic tissue It appears to me high tune that this was recognised 

5 Flocks, R R (1937) J Iroh 37, 524 
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abdominal wound w-as dosed the giuze emerging from the 
low’er end. Blood oozed from the bladder and from the dram 
for some hours and then stopped The pack w’as removed 
in 24 hours a small gauze strip bcmg introduced instead On 
the fifth da> the gauze dram and the \esical tube were 
removed and a urethral catheter inserted On the twelfth 
da} the catheter was taken out the wound w'as healed and 
normal unnation occurred 

van Stockum went on to sa} that he believed that the 
operation wus more rational than the Fre}er and did less 
damage He said it should of course be possible to dispense 
with the tube in the bladder and use onl} a urethral catheter 
He believed that the catheter would not get blocked with 
blood clot because the blood would not escape into the bladder 
There is no record of his having utilised, or it an\ rate of 
having reported this tcchmquc, nor have I been able to find 
an} subsequent publications of his on the subject 

In 1924 Otto Maicr of Innsbruck' reported a senes of four 
cases m which he attacked the gland b} an inguinal e\tra- 
vcsical route It seems cunous that he should have chosen 
to approach a niediall} sited organ by a latcmlh disposed 
mcision when the mid Imc approach is more direct and trrns 
gresses no important structures He laid down the following 
condibons for a sahsfactor}' prostatectom} — 

1 Approach by the ihort«t route. 

2. Avoidance of damage to the bladder 

3 Avoidance of damage to neighbouring *tructures, e 

rectum, ureter, vesiclei, etc. 

4 I^apid return to normal micturition 

5 Avoidance of fistula: 

The operation he described entailed an inguinal inasion as 
for herniorrhaphy The deep epigastnc artery^ and veins 
were divided The pentoneum }\^ pushed upwards and 
mwards so exposmg the lateral aspect of bladder and pro- 
state. The prostahe plevus w^ then picked up between two 
Kocher s forceps and divided (This he naivrf} stated was 

1 Uinn 0 pOIfl Arth lUn Chir 132, 2SM 
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T he first reference to a suprapubic extravesical prostat- 
ectomy which I have been able to find is the report b}^ 
van Stockum^ of Rotterdam m 1909 He then ivrote 
“ Even though the mortahty of Prostatectomy is diminishing, 
it remams a fairty dangerous procedure The permeal route 
IS wathout doubt less nsk}^ than the suprapubic, but has the 
disadvantage that a urethro-rectal or permeal fistula may 
remam, and because of this it is not done by most surgeons 
So we must ti 3 ^ to improve the suprapubic method I think 
that I have made progress m this direction I beheved 
that it should be possible to do a similar enucleation to the 
permeal from above This I have done on tv^o patients m 
November, 1908 ” 

The Operation. — “ Trendelenburg position , mid-lme mci- 
sion from the root of the perns upwards , Recti retracted apart 
With the finger the prostate was freed from the s 3 mphysis 
The peritoneum was drawn upwards vath the finger so as to 
brmg the prostate mto view The paravesical spaces were not 
opened A small vertical mcision a httle to one side of the 
mid-lme v^as made m the capsule dovai to the tumour 
Through this openmg first one finger then two gentl}^ 
performed the enucleation The mdwellmg catheter helped to 
onentate the finger whilst the assistant pushed the prostate 
forwards b}^ means of a finger m the rectum The enucleation 
was just as eas}^ as m the Fre 3 ^er operation Bleedmg was 
minimal A large gauze pack was left m the cavit 3 '’ so that 
post-operative bleedmg, one of the great dangers of pro- 
statectom 3 % was controlled To dram the bladder, a fairfi^ 
thick rubber tube was mtroduced through an opening made 
m the vault, and fixed to the bladder wall vath a stitch The 

1 VIN Stockim, J 0909) Zbl Chir 2, 41 
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In 1945 having noticed for some trme the excellent 
exposure of the prostate during the operation of total Cysto- 
prostatectomy particularly during the retrograde method 
described by Frank Hinman (1935) ^ I embarked on cadaver 
studies with a view to performing a suprapubic extravcsical 
prostatectomy I quickly appreciated the ease of the 
approach and unaware of the above mentioned earher 
reports of an^ogous procedures performed my first retro- 
pubic extravesical prostatectomy m August, 1945 This case 
aged 72 had been admitted to hospital gravely urmmic with 
a history that he had been cathetensing himself for three 
>eais for a complete retention He was grossly mfected and 
had been unable to mtroduce the catheter during the previous 
24 hours His tongue was dry brown and furred and the 
Blood Urea two days after admission despite forced fluids 
and mdwelhng catheter was m excess of 200 ragms per cent 
His condition slowlj improved and three weeks later his 
Blood Urea had fallen to 54 mgms per cent The urme was 
still grossly mfected but a successful retropubic prostatectomy 
was effected Despite the gross infection present at the tune 
of operation minimal wound infection occurred His post- 
operahve stay m hospital was seven weeks oivmg to the 
development of a not unexpected right femoral thrombo- 
phlebitis 

Smce this first retropubic prostatectomy I have earned out 
the approach more than 375 times and this volume is based 
on these experiences 


1 nmi*i F (1035) Sury Gyn. 06il 60 C&i 



CHAPTER V 

SURGICAL ANATOMY 

THE SUB-UMBILICAL REGION OF THE ABDOMINAL 

WALL 

T he Rectus Sheath hes deep to the layers of superficial 
fascia of the abdominal wall, and forms a firm fibrous 
layer contmuous across the mid-lme, where it forms the 
Lmea Alba The sheath is formed just lateral to the outer 
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Fig 22 

Trans\erse section of anterior abdominal i\all 3 ems 
abo\e pubis 

Drders of the Rectus muscles b}^ the coalescence of the apone- 
'oses of the mtemal obhque and transversahs muscles, and 
imediately sphts to enclose the Rectus m all its length 
icept the lowest quarter, below the semilunar fold of 
ouglas, where it hes entirely in front of the muscle 
ightl}^ medial to the outer border of the muscle the 
leath is augmented by the addition of the aponeurosis 
; the External Oblique (Fig 22) The mterlacmg fibres 
■ the Rectus sheaths form a median raphe termed the 
jiea Alba Below the umbihcus this is much narrower 
an above, and is not more than a cord between the medial 
irders of the Rech , as it passes dovmwards it becomes 
inner, and is situated on a plane posterior to the muscles, 
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being attached to the suiwnor pubic ligament on the postenor 
aspect of the upper border of the pubis Tins ittnchmcnt /ins 
out a little laterally on each side and is called the adminiculum 
of thelinea alba 

Ljing deep to the rectus sheath but antenor to the recti 
themsches is to be found the P\ramidahs muscle uhich is of 
\crv \anal)lc si7c and in fact is aliscnt m 10 per cent of 
subjects As iisualH encountered it is a tbin muscular 
tnanglc half of which lies on either side of Uie mid line watlim 
a duplicaturc of the rectus slicnth The fibres take ongin from 
tile antenor asi)cct of the jiubic Ixmc and of the svanph^-sis 
and arc inserted into the hnca alba in its lower 8 ems In 
man its supposed action — that of tensing the hnca alba — is 
of \cr} minor importance because it suffers division either 
vcrlicallv or transversch without am disabilitv l)cing caused 

The Uccti muscles jiassmg upwards in their shcatli have 
their inner margins in contact wath one another except for a 
ver^ thin and tenuous slnp of fascia denved from the hnca 
alba div'ancation ma) occur as a result of obcsitj, intra 
abdominal tumour or simph scnilit} and muscular atrophv 
m which ease the hnca alba alone separates the subcutaneous 
fatt\ tissue from the peritoneum The muscles onginatc by 
two flat tendons each about S ems wade and T ems long 
which arc attached to the anterior hp of the upper border of 
the pubic bone and of the s\anph>sis blcndmg wath one 
another m the mid line The origin extends as far latcrall} 
as the pubic spine where the lateral jxirtion of the tendon 
is stronger than the medial part 

Deep to the Recti one finds a thin fascial la^cr attached 
in the mid line to the postenor aspect of the hnca alba and 
below to the upper and postenor border of the pubic bones 
this IS the Transversalis Fascia which becomes a structure of 
strength and importance in the mgumal region but docs not 
play much part m anv surgical approach in or adjacent to 
the mid line It is worth noting that below the semilunar 
folds It IS the onl> structure separating the postenor aspect of 
the rectus muscles from the pcntoncum 

i 
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THE CAVE OF RETZIUS 
L57ing behind the hnea alba and transversahs fascia \vill be 
found the prevesical pouch of the pentoneum, covered by 
what has been called the prevesical fascia There has been 
confusion about the nomenclature m this region smce Retzius 
descnbed m 1856 a prolongation of the peritoneal cavify in 
front of the bladder, which became knovn as the cawt 3 ^ of 
Retzius, or Ca\mm Retzii In the course of tune this name 
was apphed not to the apron of adipose fascial tissue often 
contaimng a small pentoneal pouch, but to the space which 
could be opened up between the bladder posteriorly and the 
pubis antenorl}^ b)’^ displacmg the bladder upwards and back- 
wards (Testut). This space is roughlj^ tnangular, the apex 
bemg at the umbihcus, and the base reachmg to the pelvic 
floor It is bounded antenorly by the transversahs fascia 
covering the posterior aspect of the Rech, and postenorlj^ hy 
a fascial layer containing varying amounts of fat, which 
extends from the umbihcus dovn to the pelvic floor, coveiing 
the antenor aspect of the bladder and prostate, which has 
been vanously named mau}^ authonhes (eg, Umbflico- 
Prevesical Fascia of Testut, Umbihco- Vesical Aponeurosis of 
Faraboeuf and Delbet, Prevesical Leaf (feuiflet prevesical) of 
Charp}^, etc } ^Ve shall refer to it as the Prevesical Fascia, 
and it vill be recogmsed as the layer which is divided trans- 
versely or tom through m the approach to the bladder in 
suprapubic c 3 'stostom 3 ^ It is never a t h i n , v^eU-defined lamma 
of fascia, but a la 3 ^er of hbro-fatty^ tissue, which, in the obese 
subject, can be separated mto antenor and postenor fascial 
Ia 3 ^ers envelopmg a variable amount of fat, a fact which may 
account for the multiphcation of these so-called spaces, and 
the addition of further names b 3 ^ more recent vTiters (e g , 
perivesical space and retropubic space, bv Strauss,^ who 
attempted to define them by mjechon of radio-opaque media) 

In the region of the prostate this prevesical fascia contains 
several veins, chiefl 3 ' origmatmg from the deep dorsal vein of 
the penis, which appears from beneath the symphysis pubis. 


1 t'TJiAiss E tl041) J I rol 46f ^20 
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and links up \\ith pubic and vesical tributanes of the deep 
epigastnc and obturator veins Usually such veins are small 
but occasionally the) ma) coalesce mto a larger vessel running 
m or near the mid line 

If this pre\^ical fasaa is removed and the bladder 
retracted upw^ards and badcwnnis the prevesical space is laid 
open and can be seen to reach the pelvac floor In the region 
of the mid-lme it is conUniioiis with the fovea pubovesicalis 
a shallow and narrow recess passmg under the s)inph)^is to 
the apex of the urogemtal diaphragm but on each side of this 
the floor is formed b) the pubo-prostatic hgaments or muscles 
which attach the prostate to the pubis These hgaments are 
reall)^ a reflection of the cndopclvic fascia from the back of 
the pubis on to the apex of the prostate where the) arc 
continuous with and m fact part of the so-called sheath of 
the prostate formed of the covenng of pelvic fascia common 
to ?dl pelvic viscera Further laterally the floor is formed b) 
the fasaal refleebon from the levator am muscles on to the 
sides of the prostate vesicles and rectum which makes a firm 
conneebon with the fascia of Denonvilher m between the 
latter two organs. Above the level of the pubis the prevesical 
space extends as far laterall) as the obliterated h)pogastnc 
artenes and below that level as far as the internal ihac vessels 
and great sciabc notch so that it divides itself into an upper 
portion outside the pelvis and a lower retropubic porbon It 
is this retropubic porbon which concerns us here 

The Retropubic Region — The prostabc capsule which IS 
the next landmark has also been called the sheath or the false 
capsule of the gland and is — as is indicated above — a layer 
of endopelvic fascia mvestmg it and adherent to iL The use 
of the terms false and true applied to the capsules of 
the prostate has occasioned much confusion. It appears that 
anatomists wntmg of the normal organ have described the 
endopelvic fasaa as the false capsule When an adenoma 
IS present however the layers which suiround it and which 
are left behmd when it is enucleated have been grouped 
together by surgeons and pathologists and termed the false 
capsule following the teachmg of Freyer who thought that 
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he was practising total enucleation of the gland Cuthbert 
Wallace, m 1907, first demonstrated that the surgical false 
capsule really consisted of the anatomical false and true 
capsules, together with an mner layer of compressed normal 
prostahc glandular tissue flattened out between the adenoma 
and the capsule The anatomical false capsule is of import- 
ance because it contams a plexus of vems, the plexus 
of Santormi or prostate plexus, composed of a collection 
of vessels of varymg size, mostiy travellmg from below 
upwards and passmg laterally around each side of the 
base of the prostate Tnbutanes are denved from the vems 
draimng the anterior surface of the bladder which pass down- 
wards to enter it, and from the deep dorsal vem of the perns 
ascendmg after passmg through the tnangular hgament It 
also drams the antenor part of the prostate itself It is to 
be emphasised that these vems are multiple and extremely 
variable m size, and, while a vertical mcision m the capsule 
would tend to cut few vems, a high transverse mcision 
probably cuts very few more owmg to the more transverse 
direction m which they are runmng in this region The plexus 
commmncates with the internal pudendal and obturator vems, 
the vesical plexus on the lower lateral wall of the bladder, and 
the vesical and mternal ihac vems Also found m this layer, 
postero-lateral to the prostate, are the small prostahc artenes, 
branches of the mfenor vesical vessels, and antenorly one 
may meet a branch of the small antenor vesical artery running 
dovmwards over the prostate from the bladder The antenor 
aspect of the sheath contams a small number of bmphahes, 
but IS almost enhrely devoid of nerve elements 

ABNORMAL VESSELS 

Three anomalous artenes ma}^ exist m the region of the 
prostate bung superficial to the endopelvic, but deep to the 
prevesical, fascia — 

(a) Accessory Pudendal Artery (Fig 23) ^ThlS may be 
found on the lateral aspect of the prostate Accordmg to 
Buchanan it occurs “ occasionally,” and anses from the mtra- 
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postenor aspect of the pubis to reach and pierce the urogenital 
diaphragm antero-lateral to the apex of the prostate 

(c) Abnormal Obturator Artery (Fig 25). — ^ThlS is a 
better kno\^'n anomaly, occurrmg, according to Gray, m 28 
per cent of subjects It replaces the normal vessel, and arises 
from the deep epigastric of the same side near its origin, 
passmg behmd the lacunar ligament, and downwards to the 



Fig 25 

Abnormal Obturator Artcrv 


obturator canal It does not itself he close to the prostate, 
but its vesical branch, \vhich normallv anses from the 
obturator artery m the pelvis, ma}^ pass via the pubo-prostahc 
ligament and antenor aspect of the prostate to the bladder 
It should be noted that these artenes may be present vath 
or without their accompan3ang vems, and that m occasional 
cases the veins only ma3" be found 

The True Capsule. — Within the fascial sheath developed 
from the endopelvic fascia is found the true anatomical 
capsule of the prostate, formed of a hbro-muscular stroma 
surrounding and uniting the b\'o lateral halves, and mtimateb’ 
blendmg with the interstitial bssue of the gland. This la3^er 
IS not of great thickness or consequence except m the mid- 
line, where it forms the antenor commissure, in which there 
IS no glandular tissue At the upper end the antenor commis- 
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sure blends intimately \Mth the muscle fibres of the internal 
sphincter and of the bladder \vall Nvhilc at the lower end the 
muscular fibres of the external sphincter extend upwards for 
a distance of as much as a centimetre from the apex of the 
prostate 



hin 20 

Sapttal SfTtJcn of Prlvis 


In the pathological gland containing an adenoma the 
normal gland tissue is compressed penpherally by the tumour 
which grows centrally from the region adjacent to the urethra 
but it still remains true to say that antenor to the urethra there 
is only the commissure m practically every case This is 
because the adenoma grows m the form of lobes and the 
only exception is to be found in the very rare case that has 
a pure antenor lobe and then this is alwa\^ situated at the 
upper end of the gland m the region of the mtemal sphincter 
Normal gland tissue is compressed around the penphery of 
the adenoma to form the surgical capsule 

BLOOD SUPPLY OF THE PROSTATE 

Artcnal Distribution —The prostatic branches of the 
mfenor vesical artery pass through the capsule into the gland 
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)stenor aspect of the pubis to reach and pierce the urogenital 
aphragm antero-lateral to the apex of the prostate. 

(c) Abnormal Obturator Artery (Fig 25) —This is a 
tter kno\\Ti anomah^ occurring, according to Gra}^ in 28 
r cent- of subjects It replaces the normal vessel, and arises 
am the deep epigastric of the same side near its ongin, 
5sing behmd the lacunar hgament, and downwards to the 



Fig 25 

AbBonnal Obturator Artcr\ 


turator canal It does not itself lie close to the prostate, 
t its vesical branch, vhich normally arises from the 
turator arteri' in the pehds, mai* pass ^da the pubo-prostahc 
ament and anterior aspect of the prostate to the bladder 
It should be noted that these arteries ma}' be present vith 
without their accompani'mg veins, and that m occasional 
;es the veins onli’ mai' be found 

The True Capsule. — "Wi thin the fascial sheath developed 
im the endopelvic fascia is found the true anatomical 
osule of the prostate, formed of a fibro-muscular stroma 
■rounding and uniting the t\\ o lateral halves, and intimately 
nding with the interstitial tissue of the gland This la^'er 
not of great thickness or consequence except in the mid- 
e, where it forms the anterior commissure, in which there 
10 glandular tissue At the upper end the anterior commis- 



47 


SURGICAL ANATOM'i 

sure blends intimately with the muscle fibres of the mtemal 
sphincter and of the bladder ^vaLI while at the lower end the 
muscular fibres of the external sphincter extend upwards for 
a distance of as much as a centimetre from the apex of the 
prostate 



In the pathological gland contaiiung an adenoma, the 
normal gland tissue is compressed penpherally by the tumour 
which grows centrally from the region adjacent to the urethra 
but it still remains true to say that antenor to the urethra there 
is only the commissure m practically every case This is 
because the adenoma grow’s m the form of lobes, and the 
only exception is to be found m the very rare case that has 
a pure antenor lobe, and then this is always situated at the 
up|>er end of the gland m the region of the mtemal sphmeter 
Normal gland tissue is compressed around the penphery of 
the adenoma to form the surgical capsule. 

BLOOD SUPPLY OF THE PROSTATE 

Arterial Distribution — The prostahc branches of the 
mfenor vesical artery pass through the capsule mto the gland 
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m the postero-lateral region, m front of the seminal vesicle 
at the level of the bladder neck (Fig 27) Their course and 
distnbuhon have been descnbed by Flocks There are 



Fig 27 

Artenes of the prostate, seen from the back (after Albarran) 

1 Inferior \esical artcr\’^ duiding mto branch supplying seminal 
\esicle and vas deferens (7) and branches supplymg prostate 
and bladder base (2, 3) 4 Hsemorrhoidal branches 5 

Ureter 6 Vas Deferens 9 Seminal Vesicle 10 Rectum 

usually about four vessels either side m a close group, which 
soon after entermg the gland substance, break up mto a van- 
able number of smaller branches, the distnbuhon of which 
is fairty constant The two mam branches are mtemal (or 
urethral) and external (or capsular) 

The former penetrate the gland very close to the vesico- 
prostahe ] unchon, and suppl}^ the region of the vesical neck 
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I the central part of the prostate immediately adjacent to 
urethra as far do\m as the upper limit of the venimon- 
um These vessels arc of fairly large cahbre, and anasto- 
se frecl> around the urethra 

The latter, cajisular, group pass along the postero lateral 
>ect of the gland and send branches antenorlj and 
itenorly to supply the penpheral part about two-thirds m 
of the whole gland includmg the verumontanal region 
ere is moderate anastomosis with the urethral group of 
encs When adenoma formation occurs the tumour is 
)phed bj the urethral group of \cssels almost entirely 
Venous Drainage, — Mulfaple small veins pass out from the 
es of the gland to jom the prostate plexus as it hes in the 
aal covenng of the gland and others traverse the postero- 
aal comer to reach the mfenor vesical vem on the upper 
>ect of the levator am muscle 

The prostatjc plexus of veins — The deep dorsal vem of 
1 penis passes beneath the subpubic ligament m front of the 
mbranous urethra and appears m the retropubic space on 
i antenor aspect of the prostate within the endopelvic fascl^lI 
ath Here it branches mto a very vanable number of 
cable vems which pass m a direction generally upwards but 
ouhvards towards the upper part of the gland so that 
the bladder neck all the veins are passmg backwards around 
' lateral ivall There is free anastomosis between the 
inches and tributanes come from the gland tissue itself 
>ni the obturator veins and from the veins draimng the bulb 
d corpora cavernosa which reach the plexus by traversmg 
- urogemtal diaphragm The plexus then passes on to the 
and lateral \vall of the bladder at the pomt where the 
eter enters the wall It receives vessels from the vesicles 
d bladder and finally as the mfenor vesical vem empties 
^f mto the mtemal ihac vem 

NERVE SUPPLY 

IS denved from the hypogastric plexus and from the 
'^nd third and fourth sacral roots The fibres do not form 

« H (1037), J Uroi 37 524 
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a single nen^e, but reach the gland as a group of nerve fibres 
accompan^ung the prostahc arteries. The majority enter the 
gland substance with these vessels, the remamder proceedmg 
dovmwards and mwards on the posterior aspect to reach the 
region of the ejaculatory^ ducts 


SURGICAL ANATOMY IN THE FEMALE 



Fig 28 


Female Sagittal Section 


The prevesical fascia extends dovaiwards m front of the 
bladder m the same fashion as m the male, and the retropubic 
space can be opened up b}^ displacmg the bladder backwards 
There being no prostate, the vesical neck is situated on a 
slightly lower level, so that the mtemal meatus is on a level 
vath the mid-point of the S3maph3^sis pubis, that is, about 1 5 
cms below the level of the upper border of the pubis The 


pubo-vesical hgaments can be seen at a shghtl3^ lower level, 
and the retropubic fossa bebveen them L3Tng m this fossa, 
covered by a la3'er of endopehac fascia, which extends each 
side around the vagina, is the urethra, lymg on the anterior 
vaginal wall The fascial sheath contains a plexus of vems 


analogous to the prostatic plexms, but much smaller, receivmg 
the dorsal vem of the clitons as f-r ^ 'n tributary^ Four- 


{ 


\ 


4 
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fifths of the urethra is above the urogenital diaphragm, 
equivalent to i length of at least three cms. This hes upon 
the antcnor vagmal wall and m its upper third is relatively 
free bcmg attached only by loose cellular tissue though m 
its lower two- thirds it becomes more adherent so that its 
muscular walls blend wth the vagmal musculature 



CHAPTER VI 

PRE-OPERATIVE CARE 

T he pre-operative care of the patient requiring surgical 
intervention for prostatism will vary exceedmgly Such 
a vanetj'^ of concomitant pathology ma}^ be associated 
1^3.t no one regime vull snfiSce and no two urological surgeons 
will agree on the ideal method for each case 

The question of prelimmar^i dramage is a vexed one 
There are some surgeons who advise a minimal period of ten 
days' urethral catheter dramage pnor to all smgical mterven- 
hons on the prostate exciudmg abscesses , others who rely 
almost mvanahly on a prelumnaij^ cystostomy, whilst a few 
like Wilson Hey\ give the apparently heretic adduce of 
immediate prostatectomy^ vathout any^ urethral mstrumenta- 
tion irrespective of retention, acute or chrome As ever, a 
via media would appear to he the soundest pohey^ 

The case presentmg uninfected unne, adequate renal func- 
tion tests, normal straight and mtravenous urographic films 
should, I beheve, be operated upon iwthout pre-operative 
instrumentation Cy^sto-urethroscopic exammation, to rule out 
vesical neoplasm, etc , and to assess the exact configuration of 
the obstruction is carried out as part of the operahve tech- 
nique after the patient has been suitably^ anaesthetised The 
necessary^ armamentanum for both retropubic prostatectomy 
and transurethral resection is to hand and the selected 
procedure earned out there and then 

Some climes make it a rule to cany^ out rouhne cathetensa- 
tion to estimate residual urme, and prehmmaiy^ cy^sto- 
urethroscopy^ and cysto-urethrography^ for exact diagnosis 
before the day of operation These we have found neither 
necessary^ nor desirable, as a routine, and are employed only^ 
v^hen specially^ mdicated, diagnosis being m doubt, etc From 

1 Wn-soN Hni (1945) Bnl J ‘^urg 53. 41 
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tune to tune unpleasant reactions such as unnaiy tract infec- 
tions or preapitation of acute retention will follow despite 
every precaution 

Where the cUnical examinaton, which must always be 
careful suggests cardio-^ascular mcompetence a full cardio- 
logical assessment mcluding electrocardiographic study should 
be made Man} an old man s cardiovascular system is bene- 
fittcd by rest m bed with graduated and controlled exercises 
with or without Digitalis I have the impression that this 
drug m small doses e g Digoxin 0^ mgm t\vo or three 
times a day is often helpful 

The following case illustrates the benefits to be denved 
from such preluiunar}^ treatment — 

D E K , $t 68 history of rheumatic heart for 30 years 
with four attacks of coronary thrombosis five-year history 
of mcreasmg frequency and difficulty of micturition Three 
months previously FD/N 10/i hourly so suprapubic cysto- 
stom} advised and performed else^vhere Patient coraplamed 
bitterly of suprapubic tube and sought relief whatever the 
risk Blood Urea 36 mgms per cent obvious signs of 
cardiac failure with auncular fibrillation Digitalis rest m 
bed \vith controlled exercises for three weeks condition 
unproved remarkably 

9 7 46 Retropubic Prostatectomy (large trilobed gland) 
fistula curetted 

14 7 46 Catheter remoxed \oided freely without leakage 

27 7 46 Read} for discharge from hospital but elected to 
remain for domestic reasons 

6 8 46 Returned home 

Where the climcal examination or renal function studies 
suggest or pro\e marked renal impairment, measures must be 
taken to secure a return to normal or at an} rate a stabilisation 
before prostahc surgei} is undertaken. In man} cases the 
judiaous use of the mdwolhng catheter forced flmd mtake 
either oral!} or intra\enoiisl\ combmed mth small doses of 
Sulpha drugs will restore to relative normalit} kidne}'s badl} 
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damaged by so-called ''back-pressure” effects and make 
prostate surgery reasonably safe 
lUustratve Cases — 

WRD, a-t 67 prostate symptoms for more than 2 years 
culminatng m retenton with overflow m June 1946 
18 6 46 Foley catheter passed and slow decompression mst- 
tuted Blood Urea 200 mgms per cent , Urea 
Clearance 50 per cent , bilateral vasectomy ’ Blood 
Urea fell to 50 mgms per cent, with 10 days' 
catheter dramage Discharged home wearing Foley 
catheter to await further general improvement 
16 7 46 Retropubic Prostatectomy. 

21 7 46 Catheter removed, voided well without leakage 
3 8 46 Discharged home 



Fig 29 

Temperature Chart 


G H G , ast 71 , advanced Parkmsomsm, overflow retention , 
Stab cystostomy elsewhere 12 months previously , general con- 
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dition poor condition miserable \vith constant leakage and 
persistent pam X-Rajs revealed multiple calculi m bladder 
large prostate on rectal examination Blood Urea 42 mgms 
per cent C^'stoscopy showed tn lobed intravesical projection 
long prostatic urethra 5 calcuh in bladder 
26 I 46 Retropubic Prostatectomy tMth remo\'al of calculi 
through \esical sphincter 

Z2.46 Catheter removed urmahon with very shght supra- 
pubic leakage 
4^46 Diy 
8^46 Discharged 
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Trapcratiirf Chart 


TWW set 55 long history of poor unnary stream 2 
years previously investigated mtravenous urograms showed 
dilated ureters and renal pelvis distended bladder mterven- 
hon refused nocturnal mcontinence developed accompanied 
by anorexia thirst and other manifestations of ureemia 
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Admitted to hospital , catheter decompression commenced , 
2 daj^s later ngors and pj'rexia , Pemcilhn a dmin istered 20,000 
units ever}^ 3 hours , prompt subsidence of temperature , Pem- 
cillin contmued for 5 daj's 

13 5 46 Retropubic Prostatectomy ; fibroadenoma enuc- 
leated Yuth some difficulty ; bladder neck marked!}^ 
sclerotic; wedge excised 



Fig si 

III^Ta^enous Lrogram 3 months post-operatit elv 


19 5 46. Catheter removed , voidmg urme well. 
24 5.46. Suprapubic leakage ; catheter replaced 
26 5.46. Catheter removed No further leakage. 
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6 6 46 Discharged to his home in Wales 
20 8 46 Reported for check up Very well F-D/N 
normal/ 1 stream excellent 

Intravenous Urograms stiU show pelvic dilatation 
(Fig 31) 

Other cases with marked renal failure that have not 
responded or are not likely to resixind, to ten days urethral 
catheter drainage will require a temporary suprapubic cj^tos- 
tomy of weeks or months duration to relieve adequately the 
back pressure effects In all cases where no pressmg contra- 
mdicabon exists the patient should be encouraged to get out 
of bed for a penod each day 

Illustrative Case — 

EH set 69 ten years history* of unnary frequency* and 
difficulty twelve months previously overflow retenbon with 
urscmia necessitated cystostomy blood urea now 33 mgms 
per cent Hypertension BP 240/140 large prostate on 
rectal examination 

28 5 46 Retropubtc Prostatectomy, woimd reopened same 
evemng for excessive suprapubic hsemorrhage 
bleedmg vessel sutured blood transfusion 

30 5 46 Evident jaundice probably result of some mcom 
patibility of blood 

5 6 46 Catheter removed voided with leakage 

8 6 46 Catheter replaced 

15 6 46 Catheter removed voidmg without leakage 

27 6 46 Discharged soundly healed 

13^46 Seen at follow up dime very well F-D/N 3 
hourly/ 3 

Gross urinary sepsis is again another mdicahon for a post 
ponement of prostate surgery The indwelhng urethral 
catheter and Sulpha drug antisepsis and possibly Pemcillm 
with or without bladder lavage, will dean suffiaentlv manv a 
dirty bladder others ivill require a cystostomy 

lUustratve Cases — 

Dr P <et 77 fifteen years history of mcreased frequenev 
difficulty and mterrmttent hsematuna. Admitted to another 
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hospital ^\Tth clot retention; reheved catheter but gross 
irfection followed , seen in consultation Cj^stoscopic examina- 
tion revealed residuum 1,000 ccs grossty purulent urme, 
enonnous intravesical prostatic projection; no papillai^J 
tumour of bladder seen C37stostom3^ advised but refused 
Catheter drainage continued for 3 weeks Blood Urea fell 
toSonmugms percent 
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Fig 32 

Temperature Chart Dr P 


23-7,46- Retropubic Prostatectomy. 

28-7-46. Catheter removed; voided vathout leakage 

Slow convalescence owing to prolonged urmar)^ 
infection. 

13-8.46- Discharged home 

A^diere catheter drainage is required either because of re- 
tention, acute or chronic, renal msufficienc 3 ^ or gross urosepsis, 
the catheter is promptl 3 ' connected with a closed drainage 
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system such as that of Dukes (Fig 33) or a tidal drainage 
apparatus (Fig 34) I regard mtennittcnt emptymg of the 
bladder as more phi'Siological than the commonly employed 
method of keepmg the bladder constantly empty In a 
markedly thickened h^^iertrophic vesical wall a state of con- 
stant emptmess ma) lead to a compression of the uretenc 



onfices and a damming back effect on the uretenc efflux (we 
have many examples of the ill effects of a relafavely small 
mcrease of extra uretenc pressure leadmg to anuna, e g retro- 
pentoneal hmmatoma following gynecological operations in 
the pelvis of which I have met three examples) The following 
two cases appear to me to be suggesfave m this connection 
neither led to anuna but both showed the development of an 
ascendmg mfeebon in a previously damaged upper unnary 
tract 

LB aet 76 overflow retention with uraemic symptoms 
8 6 45 Catheter decompression 
116 45 Suprapubic Cy*to«tomy 
21 6 45 Diidiarged for renal stabilisation 
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19 7 45 Re-admitted pjTexii 102® bulging m left 

flank historj then eliated that nephrectom} had 
been advised 30 jears pre\aousli for hjdro- 
nephrosis operaton then refused but penodic 
attacks of left sided pain e\ er since 
26 7 45 Left Nephrectomy for large p\ onephrosis sto^n^ 
convalescence 
21 8 45 Discharged 

5 1 1 45 Second stage Retropubic Prostatectomy 
12,11 45 Catheter remo\ed \oiding without leakage 

20 1 1 45 Discharged soiindl\ healed. 



Fiq 35 

Foley Catbrtfr 


JC iet 65 prostate history for more than 10 jears 
chrome urinarj infect on residual iinne 650 c,cs infected 
I V P dilated left upper unnan tract Blood Urea 62 
mgms- per cent 

6 6 45 Suprapubic Cystostomy 

20 6 45 Discharged for renal reco\ei^ 

18 7 45 Blood Urea 35 mgros per cent Freyer Enudea 
tion 

7 8 45 PjTexia ngors and bulging left flank, Intensit'e 

Sulpha therapj 

10 8 45 Conditon \ ery poor Left Nephrostomy 
22,9 45 Discharged soundl) healed, 

12.4 46 Re admitted with piTCMa and painful left kidnej^ 
I VP shov-ed normal right kidnej left kidney 
hugely dilated vith poor excreton 
16 4 46 Left Nephrectomy 
10 5 46 Discharged, 
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The frequency with which the Chp (Fig 33) will be 
released to allow the bladder to empty will vary from case to 
case according to renal excretion and vesical irntability, but 
as a general rule it is released every two hours In the vexed 
question of sudden versus gradual emptying of the chronically 
distended bladder/'" I compromise For the first twelve hours 
after the introduction of the catheter I allow the bladder to 
empty slowly by incorporating a Murphy dnp in the outlet 
tube , thereafter the intermittent method of emptying and 
filling as described above It has been my experience that 
whatever method of decompressing the chronically distended 
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" Pipe cleaner " method of Catheter Fixation 

bladder is employed, the mine usually becomes bloodstained 
on the second or third day Where lavage is indicated the 
irrigating medium usually employed is Acrifiavme 1/6,000, the 
bladder being washed out every eight hours, or more 
frequently where Tidal Drainage is used Where the bacterio- 
logical study of the urine shows a Pyocyaneus infection. Acetic 
Acid I /500 or Phenoxetol 2 2 per cent is employed as the 
irrigating medium The latter or Urea Formic Iodide 1/40, 
combined with Sulphanilamide orally, is used where the 
organism is B Proteus Unless gross renal insufficiency is 
present Sulpha drugs are administered routinely m small 
doses, eg, ^-1 gram every six hours, Sulphathiazole and 
Albucid being those most commonly prescribed When ob- 
tainable, the 5 c c Foley type of catlieter (Fig 35) is preferred 
but latterly it has been impossible to obtain this model, and a 
No 15 F rubber Tiemann catheter held in position with pipe 

1 ( fiir\i. f I) 0938; J Lrol 39, 40} 

2 liMSWr lfAMrtTo% (V)ii) lii)orf.<n(\ ^nrpfrv 
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ta 

cleaners and a loose encircling band of Elastoplast has been 
cffccbvcij employed (Fig 3(5) 

It raa} be noted here that Sulphathiazolc ^\hlch ^^e use 
almost routineb produces i febnie reaction m a proportion 
of cases (perhaps 10 per cent ) after a penod of 7~10 da 3 ’s 



Pre-operaUve SplphithtiJoVc remcUon Drtpitc toxic 
maoliwtatlom pyrexti nuh etc opcfntlon prococilctl 
mth w>cce<»folIj 


use. Stopping the drug will lead to a prompt subsidence 
of the pyrexia. If further Sulpha therapy is indicated later 
another compound eg Albucid (Sulaimd) should be era 
ployed. 

The temperature charts (Figs 37 38) illustrate this Sulpha 
drug pyrexia one case developing the condition pre-operahvely 
dunng catheter drainage the other post-operativelj 
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Cystometnc studies are of importance where a neuro- 
pathic lesion IS suspected The tidal drainage apparatus may 
be well adapted for such studies 

Routine scrotal vasectomy is not carried out m my Clinics 
at the time of the initial catheterisation but, in cases in which a 
prolonged use of the indwelling catheter appears likely, no time 
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Postoperative SulphatJni/ole Pynxja No other toxic 
manih stations 

should be lost in performing this In all other cases this pro- 
cedure is left until the actual prostatectomy 

A small proportion of cases requinng catheter drainage do 
not tolerate the indwelling tube either from an undue irrita- 
hihty, hasmorrhage or profuse urethral sepsis These should 
be subjected to a cystostomy 

Dunng the twelve months under review m this monograph 
there have been only two cases where excessive irntability to a 
urethral catheter has necessitated a cystostomy Thoug 
many authorities recommend the use of a stab cystostomy em- 
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Fiq 39 
KMd I Trocar 


I 


plo\Tng T trocar such as those devised by Kidd or Riches 
(Figs. 39 40) we prefer a classical exposure of the bladder 
through a small S era incision this m addi 
bon to ensunng that tlie pentoneum is out 
of danger also permits a digital explorabon 
of the vesical cavity I employ a stab tech 
mque only m the very frail where dccom 
prcssion appears to be indicated and where 
cathetensabon is impossible Occasional 
unpleasant or c\am disastrous scquelne to 
the stab 
method even 
m the best 
‘ hands m my 
opinion out- 
weigh its 
advantages m 
most in stances 
(Sheaf) ^ 

Large 
vesical calcuh 
wall usually require a prehminary 
suprapubic removal this can be 
followed 2 3 weeks later by a 
retropubic second stage prostat- 
ectomy 

The method of deahng with 

smaller vesical calcuh at the bme 

of a retropubic enudeabon will j 
be described in a later chapter 
Fig 42 illustrates such a case 
in which a successful prostat 
ectomy with simultaneous 1 
removal of the calculi through 
the vesical sphmeter was effected 
m a man aged 82 

1 P«rir n. W BJJJ (lOW) 1 331 
6 





^6 H E T R O P U B I C U E I A P Y S U E G E E Y 

Papillary Tumours of the Bladder associated prostatic 
obstruction often present a dif&cult therapeutic problem, 
^^'here c^stoscopic fulguration can eradicate the tumours this 
is emplo} ed as a prelimuiar\' measure, and the obstruction 



Fig 41 

I^rgc calculus associated ^^lth prostatic h\per- 

Iroph^ necessitating preliminanv’’ suprapubic c\sto5tomy 


dealt with later either by transurethral resechon or by retro- 
pubic prostatectom}'’ Where retenbon demands early relief 
of the obstruction, a transurethral resection of the prostate 
may be the primar}^ procedure This may 
or follo\\'ed by c3'stoscop>'' tment, eith 
fulguration. Other cases for a pa 

followed by prostatectomy . on, and 


ned with 
tion or 
ectomy 
gronn 
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require total q’sto-prostatcctom\ after prcliminar> urctcro 
colic transplantation 

From time to time a retropubic extirpation of the prostate 
maj be earned out in combination with a transxcsical 
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\rsk»I calculi rrti»o\< 1 tlir ujijh pliljjct r nt tlirw 

of rrtropul rc pfmtaJretimij 


operation for \esical tumour as is well shown m the followang 
case 

C H M a:t 70 complained of topical prostatic s)Tnptoms 
for some jears becoming progressivcl> worse Diinng 
preceding 15 months several attacks of hxmatuna Rectal 
examination revealed considerable benign prostatic enlarge- 
ment, and on cj'stoscopy a large papillary tumour w-as 
visualised on the right lateral vesical w-all 
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22 8.46. Transvesical endothermic excision of papillar}^ 
tumour as large as a golf ball No apparent 
invasion of musculaiis ]\Iucosa resutured over 
raw area. Bladder sutured in two la57ers Retro- 
pubic extirpation of enlarged prostate 



Fig 4S 

Tempera tnre Chart, 


27.S.46. Catheter removed : voiding without leakage 
12 9.46 Discharged. 

23.10.46. General condition excellent F normal/ 1 ; S ex- 
cellent 

The following case necessitated an unusual therapeutic 
sequence : — 

J-R-, aet 76, complained of marked prostatic s3Tnptonis for 
several years ; two open operations for '^'esical papilloma 1935 
and 1944 : rectal examination revealed large adenomatous 
prostate ; cystoscopy showed e.xtensive recurrence of papiUan^ 
tumours in bladder ; patient’s age and general condition pre- 
cluded a Total Cysto-prostatectomy. It was decided not to 
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re-open the bladder but to remove the prostate extra vesicahy 
and later to deal with the papillary tumours endoscopically 

17 6 46 Retropubic Prostatectomy 

Catheter drainage maintained for 3 weeks to mim 
mise the hkelihood of papillary implants on raw 
prostahc bed. 

8 7 46 Endoscopic resecbon and coagulation of papillaiy 
tumours in bladder 

19 7 46 Discharged 



MIlLa ■ Snpr»mil ic Bag Thl» model 
tvoidM the n^ppmg Mgxlnst tbo leg 
noted by tho#e wearing the customary 
nppliijjce Al«o the b<ig may bo emptied 
rarrcptitiomly throagh the tmml cxitm 
from tbo troo*en 


Cases requiring suprapubic drainage of some months dara- 
bon to allow for recoveiy of impaired renal funebon are 
usually dismissed from hospital weanng the author s supra- 
pubic bag depicted m Fig 44 
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INTRAVENOUS THERAPY 

T he importance of adimnistenng a forced flmd intake to 
the m'ological patient imdergomg surgical mtervenhon, 
particularly those suffermg from the effects of prostate 
obstructon, has long been recognised Too few, however, 
appear to give sufficient attenton to the basic pnnciples 
underlymg such fluid adnumstraton It is essental to 
appreciate the physiological pnnciples govenimg the main- 
tenance of flmd balance m the body 

The normal human body contams 60 per cent water of 
which approximate^ 80 per cent is mtracellular, 5 per cent 
m the plasma and 15 per cent m the lymph, mtercellular fluid 
and glandular secretons The orgamsm is smgularly 
mtolerant of water deprivaton, and mdeed also of excessive 
adnumstraton, which can give rise to the conditon known as 
"" water mtoxicaton ” In the extracellular fluid the basic 
radicle is Sodium, whilst m the cells Potassium is the corre- 
spondmg radicle, neither of these can pass through the 
membrane formed by the cell wall A fluid balance is obtamed 
by the equahsaton of the osmohe pressure each side of the 
membrane by the movement of water from one side to the 
other The osmotc pressure of the blood (and so, m turn, 
that of the cells) is regulated by the kidneys which mamtam 
it at a remarkably constant level For example, if Sodium is 
given mtravenousty or by the mouth and so absorbed mto 
the blood stream, it ^vlll tend to mcrease the osmohe pressure 
of the circulatmg plasma which results m dimmished excre- 
hon of water bj^ the kidne3^s, so reduemg the pressure until 
all the excess Sodium has been excreted A normal daily 
diet contams about 10 grammes of Sodium Chlonde, the 
greater part of which is absorbed into the blood stream but 
only about 2 grammes of this is retained for metabolic pro- 
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cesses the remainder bemg excreted as sodium chlonde in the 
iinne- 

In the course of 24 hours the normal body loses at least 
500 c-cs of ^I'ater from the lungs and skin, about 250 c,cs 
from the vanous glandular secretions mcluding s\\-eat not 
more than 150 c,cs by the bow'd and about 1500 ccs m the 
unne a total \^ang from 2750 to 3500 c cs During the 
24 hours following a major ojx.ration this may be thus 


mcrcased' — 


Skin and lungs 

1250 C.CS 

Sweat 

750 C.CS. 

Unne 

1250 CCS 

Blood Loss up to 

500 CCS 

Total 

3750 CCS. 


If the patient is unable to dnnk during this penod then 
a degree of dehydration is produced which can only be 
remedied by administering water to replace the fluid which 
has been lost It is mcorrect to gi\ c this amount of normal 
sahne mtra\enously (as is so frequently done) m the behcf 
that the flmd loss is bemg replaced because m e.g 3 000 rxes 
of such saline there is about 25 grammes of sodium chlonde 
As mentioned earher the normal daily ingestion of this salt 
IS about 10 grammes so the blood then contams 15 grammes 
excess sodium chlonde tendmg to raise the osmotic pressure 
of the blood and so causing the kidneys to retain water until 
the excess sodium has been elimmated If there has been 
excessive loss of chlonde through vomitmg or sweating the 
salt should certainly be given An excellent prachcal apphea- 
tion of this 13 seen m the pits. If miners dnnk water freely 
after having lost much sodium chlonde by sweating there is 
a shght fall m the osmohe pressure of their extracellular 
fluids causing mtense muscular cramps If they dnnk dilute 
saline they can restore the lost volume of fluids without 
jeopardising the osmotic pressure and the cramps do not 
occur 


l p ATriT aad Uc?Mi* C. X (1®*®) 8t Etert* Bo*p BepU 41 63 
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Undoubtedly the most general!}' satisfactoi}' way of giulng 
water to the patient is by the mouth, the gastro-intestinal 
tract being capable of absorbing enough to mahe up in a few 

houjB what has been lost In 
many cases this mode of 
administration may be impos- 
sible for a variet}' of reasons — 
disinclination on the part of 
the patient vomiting, hic- 
coughs, etc. — and an alterna- 
tive route must be found Tap 
water given per rectum by 
means of a small catheter b}' 
the dnp method can be extremeh" satisfactory' and quanuties 
up to 5000 C.CS. can be thus given in 24 hours. Fluids may' 
be given subcutaneously (they must be isotonic) and from 
time to time this route may be used with advantage. It has 
the merit that excessive absorption is impossible, and the 
demerit that to most patients the process is unpleasant, if 
significant amounts must be given. 







Fig 46 

]\IiIl»^-Abhort Tube 



Fig 45 
s Tube 


The mtra-duodenal method of ad min i s tering fluids is, I 
xhinh. TOO seldom employed and in the maemic or hiccoughing 
patient where restlessness, poor veins or lung or cardiac 
complications contra-indicate intravenous fluid administra- 
tion, it can be life saving. The fluid is allowed to drip wa 
a Rvle’s or liiller- Abbott tube. 

The intravenous route is, of course, that most comm only 
adopted to-day where adequate oral administration is impos- 
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sible* Great care must be taken lest the nght side of the heart 
be overtaxed and moist sounds at the bases of the lungs will 
m general be a contra indication The prime mdications for 
mtravenous therapy are 

a replacement of blood loss 
b mduchon of a diuresis 

The most satisfactory method of replacing blood loss 
during or after operafaon is by blood transfusion, the usual 
well known precautions as to grouping cross matchmg etc 
being taken From time to time despite every' precaution 
reactions or e\cn disasters wall follow blood transfusion but 
m the realm of prostatic surgery the timely administration of 
blood has saved many a life A sudden blood loss accom- 
panied by a marked fall of blood pressure calls for prompt 
measures m these patients, Inuavenous saline is useless it 
merely dilutes the blood the patient becomes waterlogged the 
heart o\ erloaded and death may follow espoaally if the my o- 
cardium is already weakened The operation of prostatectomy 
is by the nature of things performed on part-worn matcnal 
and it IS rare to find a completely healthy cardio-vascular 
system In such an emergency the blood pressure readmg 
affords the best entenon A raimmal pressure of 50 mms 
Hg IS necessary' for renal glomerular filtration in the absence 
of which anuna will follow Jlorcover, a central nervous 
system long accustomed to a systolic pressure of 200 mms Hg 
will not readily tolerate a drop to 100 At tlie operahon of 
prostatectomy a sudden blood loss may be succeeded by a 
sloiver but steady bleedmg over a period of hours or even 
days outstripping adequate replacement by the body In such 
circumstances it is essential to replace the blood which has 
been lost fast enough to maintain the blood pressure within 
reasonable bmits but not so rapidly that a frail mvocardium 
IS overtajied If suitable blood is not to hand the penod of 
waifmg may be usefully tided over by the m fusion of plasma 
Where a wish to mducc a good diuresis is the reason for 
mtravenouh therapy there is no better solubon than 4,285 pet 
cent Sodrum Sulphate as first recommended by Sir Heniy' 
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Wade^ and his co-workers in Edinburgh This “foreign 
substance " is rapidly excreted by normal kidneys by “ tubule 
diuresis ” With damaged or mfected kidneys it will not be 
so successful because of the impeded glomerular filtration 
None the less even m such cases it can be extremely useful. 

In aU prostatic cases a detailed and accurate Intake and 
Output Chart must be kept Discrepancies on either side 
must be mveshgated and if possible remedied It is my 
mvanable rule to stress pre-operahvely to every patient the 
importance of attammg a mmimal daily flmd mtake of sue 
pmts (3500 c cs ) This helps to elunmate mtrogenous waste 
products from the body and also assists by its mechcimcal 
action m maintammg free dramage through the catheter 

1 W vDE, Dick, I L (1934) Edin Med J 41, 12 
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ARMAMENTARIUM 

A retropubic prostatcctoiuj can be earned out without the 
use of anj spcaal instruments but we have mtroduced 
a number which we feel mahe for case m its performance 
These will be desenbed and illustrated 




Self tetammg Retractor (Fig 47) — This model allows for 
a rapid introduction and removal the lateral blades working 
on a reversed scissor pnnciple as m the Legneu model The 
lateral blades are short merely suf&aently long to penetrate 
the abdominal w^ll and retract the Re^ in a patient of 
average build An mterchangeable rather longer pair is 
available to answer satisfactorily in the excessively obese 
patient The upper blade is also rapidly mtroduced and fixed 
to the frame by means of a fly nut allowing for a vanable 
position This blade was ongmaUv made flexible so that it 
could be depressed at will but further expenence has shown 
that this IS not necessary and repeated boflmg soon altered 
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the flexibility. In the excessively stout the la37ing of a folded 
swab on the antenor surface of the bladder will enable the 
upper retractor blade to depress the bladder sulflciently 
Boomerang Needle (Fig 48) — ^The handle is of the 
standard pattern introduced onginally by Young, but some- 
what longer. Mr Shranz of the Genito-Urmaiy Mfg Co has 
effected considerable improvements m the actual needle The 




accompanymg illustration depicts better than words the im- 
proved eye, which allows a smooth withdrawal not always 
obtamable with the obliquely set eye By grooving the needle 
from the eye towards the pomt the catgut lies more snugty, 
the projectmg “ shoulders ” of the gut being minimal, another 
factor making for easy vathdrawal through the tissues 

The Ligature Carrier (Fig 49} — This IS of the pattern 
devised hy Harris, angled, and with a larger fork than m 
Young’s original pattern 
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T Capsule Forceps (Fig 50) —A pair of these are utilised 
to grasp the distal cut edges of the capsule and so to control 
the \enous bleeding without de\italising the tissue, The\ are 
also angled to allow for eas\ application under the pubis In 
cases where a \en large gland is being dealt with and where 




a wide incision is necessarj two pairs of forceps may be 
necessary 

VoUdlum (Fig 51) — ^This toothed instrument ]aws 1 5 
cm wide is useful to retract upwards the proximal flap of 
capsule from the underlying adenoma and allow for easy 
insertion of the upper stay suture 

Bladder Neck ** Spreader (Fig 52) — This Simple httle 
instrument has proved mfimtely helpful It readilj opens the 
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bladder neck after the enucleation, alloYang inspection of the 
postenor lip and accurate wedge resection It also makes for 
easy mtroduchon of the catheter tip mto the bladder, and, on 
occasion, for Ausuahsation of the mtenor 



Fig 52 

Bladder Neck Spreader 



Fjg 5^ 
Sucker Nozzle 



Flexible Lamp 


Sucker Nozzle (Fig 53) — This cun^ed nozzle allows the 
assistant to keep the field constantl}^ without bemg m the 
operator s way. The push button mechanism allows for the 
building up of pressure, and so ample suction is obtainable, 
and the mstrument is easili" cleaned if it should block \wth clot 
Flexible Lamp (Fig 54) — I^Iost flexible lamps on the 
market soon lose their flexibility' after repeated boilmg This 
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model has been so designed that i^hen the flexibiht)' becomes 
impaired re annealing m a Bunsen flame Mill not damage the 
electnc wring The lamp is also speaall> constructed so that 
there is no glare to the operator and the beam is focussed at 
5 cms A cross piece restmg on the patient s thighs permits 
the lamp to remain m position correctl; focussed Mithout 
bemg hdd an assistant 




Ham* Catheter — This is a speaally constructed hoUow- 
hppcd two-eyed catheter of thm rubber allowmg a maximal 
lumetL It IS made m 3 sizes 18 20 22F gauge for use 
according to the urethral cahTre 

The angled tusue forccpi (Fig 55) are useful for graspmg 
fhe postenor hp of the bladder nect pnor to its wedge 
resection 
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The instrument stand depicted in Fig 56, mtroduced by 
Sir Heneage Ogilvie, I have found exceedingly useful and use 
routmely Placed on a Mayo table over the patient's legs, it 
renders the mstruments easily accessible to the surgeon and 
makes for a smooth and rapid operative techmque 
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RETROPUBIC PROSTATECTOMY 

THE OPERATION 

W HERE c}^o-urethroscopy has not been earned out 
previousl} as a diagnostic measure this is performed 
as a prehrmnai^ part of the operation after the patient 
has been anjesthetised To save time the lithotomy position is 
not employed but that showTi m the photograph (Fig 57) is 
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Prcliminarj Cjfito-urethroicopy (The paUeot ■ buttocks are oiuaJIy 
eJirvmtetl cm a sandliag ) 


adopted. The author s cysto-urethroscope (Fig 58) is rou- 
tinely employed which with its wide-angled vision telescope 
Permits a thorough inspection of the bladder for concomitant 
pathology (Fig 59) and an excellent view of the prostahe 
to establish the exact confines and dimensions of the 
obstructmg tissue 
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retropubic urinary 

, - , 



I'lG 58 

The author's Cysto^urcthroscope The large bore observation telescope is fittcij 
with a new wide angle vision lens giving under water an angle of vision of 
approximately 75 degrees Under normal circumstance*s both urctcnc orifices can 
be seen together m the same field This new^ optical system permits an excellent 
view not only of the entire bladder but also of the posterior urethra [TJic 
instrument was constructi'd for me hy the British Cysioscopc Co Ltd , London ] 
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Open operation being decided upon the bladder is emptied 
and the endoscope ^Mthdraun the operator changes his 
gloves and gown whilst the assistant cames out the necessary 
additional skin preparation and towels up the patient 

A loose towel is then laid o\ er the penis, ^^^le^e the gland 
IS adenomatous no catheter is passed but when the obstruction 
IS due to a fibrous calculous or carcinomatous gland a No 
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15F rubber Tiemann catheter is introduced mto the bladder 
and spigotted (see Chapis 15 16 17) Accordmg to prefer- 
ence either a vertcal midline mcision 2J-3 inches long 
commencing below at the upper border of the pubis, or a 
similar length transverse secton of the skin is made one ipch 
abo\e the pubis In either e\ent the aponeurosis is mased 
m the Ime of the skm section and the Recb muscles separated 
in the rmdlme To secure adequate retraction of the Rech 
when employmg the trans\eise skin incision the upper and 
6a 
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lowei leaves of the aponeurosis aie sepaiated from the undei- 
lymg muscles with a few touches of the scalpel Bleeding 
points are secured with hjemostats and lightly coagulated, 
care being taken that no pait of the hamostat is allowed to 
touch the skin edge lest a troublesome diathermy bum occui 
The right index finger is tlien introduced (the operator 
standing on the left of the patient) into the lower angle of the 
wound, and the extiavesical fat drawn gently upwards, so 



Fig 60 


Showing (xposure of antnnor surficn of prostate with super- 
lici.il vein requiring sectioning Note packs on cither side of 
the gland anet hhdeJer depre ssed hy upper blade of the 

retractor 


opening up the retropubic space In some cases the trans- 
versalis fascia is a relatively tough structure, and this may 
require opening with scissois or scalpel before easy intro- 
duction of the finger is possible The author’s self-ietammg 
retractor (Fig 47) is now introduced, the lateral blades 
spreading the Recti The upper blade is placed suitably in 
position to depress the empty bladder Careful inspection of 
the retropubic space is now made to ascertain the presence of 
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veins superficial to the prostatic capsule Such \ems, if 
present must be attended to at this stage or the\ vfSl be 
inadvertently tom at a later stage and gi\e nse to troublesome 
bleeding The\ should be seized m haemostats and divided 
with scissors Each haemostat is then llghtl^ touched with the 
coagulatmg current (These \ ems are \ er^ friable and are not 



eas\ to hgature ) Small swabs mounted on long sponge- 
holding forcep>s are now used to clean the antenor asp>ect of 
the prostate of adherent fat Some 12 inches of 4 mch gauze 
roll are next mtroduced mth long dissecting forceps mto each 
lateral recess depressing the Levatores Am from the lateral 
surfaces of the prostate This packmg should be hght lest 
undue pressure be everted on the Obturator nerves The 
Endopelvic Fascia vnth its contained plevnis of \ eins in dose 
apposition to the true capsule of the prostate is now dear!} 
seen 
6b 
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Formerly , I used to undermine the central leash of veins 
and a group on each side with ligatures, but the frequency 
with which annoying bleeding followed the puncture of 
adjacent veins of the plexus led me to abandon this step I 
now rely on forcipressure after the capsule has been incised 



Fig 62 

This sho^•s clearly the T shaped capsule forceps and 
’volseJlura in position, also the luo stay sutures Tiie 
loucr limits of the lateral Jobes arc being freed with 

scissors 


The lateral spread of the prostatic enlargement is carefulty 
palpated to estimate the size of the lateral lobes (not truly 
assessible b}^ endoscopy) , and attention is next directed to the 
region of the bladder neck The transverse disposition of the 
vems reveals the position of this area, and palpation with the 
index finger will indicate the abrupt ending of the resistance 
of the firm gland giving way to the elastic bladder wall 

The gland having been thoroughly exposed and its con- 
fines fully demonstrated, the capsule is next incised in the 
following manner Using long-handled scalpel (eg, No 10 
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Bard Parker blade mounted on a No 7 handle) / a trans\erse 
incision slightly con\e\ dowTiirards is made o\er the nght 
lateral lobe one centimetre below the bladder neck through 
both capsules until the white adenoma is clcarh seen This 
incision IS accompanied bj considerable venous bleeding and 
it is highl> desirable to have adequate suction at this stage 
(Fig 61 ) The assistant should direct tlie nozzle of the sucker 
against the line of section so tliat clear \asibihtj is maintained 
When the adenoma Ins been \asualised the under flap is 
quickl> undermined either with scalpel or long scissors curved 
on the flat and the first pair of T capsule forceps applied 
These forceps control the bleeding from the cut capsule A 
similar incision of the capsules overhing the left lateral lobe 
IS next made, linking up wath that over the nght lolic, the 
lower flap undermined and a second pair of capsule forceps 
applied (Fig 62) 

A small arter) is not infrequcnth seen spurting from the 
cut edge of the upper capsular flap in or about the middle line 
This if present is seized wath a haunostat and coagulated 
The edge of the upper flap is now lifted from the undcrUang 
adenoma using the special toothed \ olscllum a few snips with 
the scissors aidmg the process It is convenient now to pass 
a stai suture of No 1 catgut through each flap in the midlmc 
A small boomerang needle is best for this purpose the ends 
of the sutures arc left long and held in haunostats. An) 
bleedmg points m the ait capsular margins not caught bj' the 
T forceps are dealt with b) hamostat and diathermic coagula- 
tion (It will be noted from the above desenphon that no 
attempt is now made to differentiate between the true and false 
capsule as ongmall\ practised this step was not alwaivs eas\ 
and has proved to be unnecessary) TTie lower limits of the 
lateral lobes are now defined and freed d is tally and lateraUv 
usmg the long sassors curved on the flat as depicted m Fig 62. 

When this has been accomplished the antenor wall of the 

1 kcnlprl ttTTm prrfrml I to tbr enjothrrtny knife for Kvrrul rensoDi 

It pvT* • irTW of touch nmJ Imj thr operator to frcl ahm he hai reachetJ 
the adenora* iIc7reo\TT for the mdotbermj knife to excrebe » hjcrocnUtic 
notion here n ttiooj cojfnilatint currmt a required which Diii»t lead to 
deMtalhatton of tu«ae ami to to iIoHer heolifij of the lute of locruon 
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urethra is cut across dehberatel}^ as far proximal]}^ as possible, 
still using the scissors This manoemTe ^ill prevent accidental 
a^ailsion of an undue amount of urethral mucosa close to the 
apex of the gland, it being well knovn that an}^ encroachment 
on the membranous portion of the canal ma^^ be fohov^ed bj/ a 
temporai3^ or even permanent mcontmence The above 
mentioned scissor dissection should ha^-e freed the lateral 
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Fig 63 

5ho^\s method of enucJeax3on of adexioma from be]o’i\ 
upTV'ards 

lobes ven- largely, distall}- and on either side, and the stage is 
set for the completion of the enucleation by means of the 
finger. The capsule forceps and ^*olsellum are now removed 
and the retractor vithdrawn B}' drawmg on the mferior stai* 
suture with the left hand the lower capsular flap is eleiuted 
and the right index finger easily finds the right plane of 
cleavage beP^een the adenomatous mass and the overhang 
capsule. It is hooked round the lower linnts of the lateral 
lobes, and each is freed in turn from the posterior aspect of 




Flo SJ 

Tlu» »bo»i tbc Wt latcniJ lobe frrrd ami turned 
oat of tbr mpsale whlht the right IoIk. b bdn* 
deI]»Tr«J CITib 13 not nstuJJy \banU«et] 

during the oprrutkjQ ) 


A small retractor is now introduced at the upper angle of 
the wound b} the assistant and the upper sta> suture drawn 
upon This manoeuvre re\'eals the circular mu^e fibres at the 
bladder neck which are peeled upw-ards using the closed 
scissors until the adenomatous mass is held merel) b} a cuff 
of mucosa This is then sectioned with scissors and the mass 
removed (Figs 65 66) 

A temporary pack is now placed m the prostate caviU to 
control the bleeding The self retaining redactor is replaced 
the upper blade being dispensed with as unnecessarj at this 
stage By elevating the stay sutures, the capsular masion is 
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Fic 65 

This shows the circular muscle lihns .it the bladder 
neck and the mucosal cuff, before socliomng 








Fig 66 

This photograph taken dunng an oponilion shows well tin 
lengthy mucos«il cuff oI)t«unabk in sonu cases Note tlu 
small lobuk provimal to tlu m un adciiom itoiis m iss 






RETROruniC PROST\TECTOit\ 


91 


drawn open re\ ealmg the prostatic ca^U The gauze packing 
IS withdrawn With the fleMble lamp m position and the 
sucker nozzle directed into the caMtj careful mspection is 



ria 67 

Irttpfxlloo of prOTtatlc ca\ltj nftrr cnnclcatfon In 
addition to tor itaj ratiire^ two Kochor forcrpi 
ha\T born placrd on thr Jnf rfor flap Noto tmalj 
admoma Irit on thr ripht aklr TTiIj will br mnoved 
with ncfwra 


made to ensure that no small adenomata have been left When 
such are noted as shown m Fig 67 the} are removed with 
scissors Loose tags of false capsule are similarly removed 
The cavit} should be left perfectly smooth Attention is 
next directed to spurtmg vessels which ire caught in long 
Kocher s forceps and coagulated Not infrequently the pro- 
static artenes are seen bleeding on each side about 1 cm 
below the bladder neck and should be dealt with More 
frequently m our expenence the artenal branching has taken 
place earlier and no mam trunk is seen When the pnnapal 
bleeding has been controlled a small swaib is again placed in 
the prostatic cavity whilst the \esical neck is mspeirted and 





Fia 71 

The tatiiro ba» oow been tied pinnlnj down vesiad 
n«k The catheter Is ernerfinj into the prostatic 
ci.\'ity and ’ the spreader Is bolding opai the 
bladder neck 
W 
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palpated This is best done by uthsing the special 'spread 
(Fig 53), which the assistant introduces into the n( 
enabling him to draw the anterior hp forwards and upwa 
so reveahng the postenor hp By opening the "spread 
the sphmcter is stretched, and an mdex finger may be m 
duced withm the bladder to palpate the tngone and b: 
Small stones previously noted may be easily scooped out 
is now my practice to excise a generous wedge from 
postenor hp of the vesical neck, as shoivn m Figs 68 and 

An alternative procedure to this cuneiform resection of 
bladder neck is to pm down the postenor hp by means o 
stitch mtroduced \vith the Boomerang needle as m the Ha: 
techmque (Figs 70, 71 ) 

After havmg given each method a trial I now prefer 
cuneiform resection to the Hams type of shtch My rea* 
IS that the only late secondary hamonhage I have met 
to date (14th day) was m a case m which the stitch metf 
was employed, and I had expenenced several such examp 
of 14th day secondary haemorrhage whilst usmg the Hai 
operation, beheved to be due to a retraction of the tngoj 
flap when the catgut is absorbed 

The swab is next extracted from the prostahc cavify, a 
a smtable sized thm-walled hollow-tipped rubber cathe 
mounted on a stilet and well lubricated passed along 1 
urethra until the tip is seen m the prostahc bed The sh 
IS now withdrawn, and the hp of the catheter gmded on ir 
the mtenor of the bladder, the manoeuvre bemg helped 
the assistant holdmg open the vesical neck vith t 
" spreader ” The size of catheter is chosen accordmg to t 
cahbre of the urethra, 18, 20, or 22F bemg used Vano 
types of catheters have been emplo 3 ^ed, mcludmg the Fok 
but we prefer the type above menhoned 

The catheter bemg smtably adjusted, and obvio 
bleedmg bemg controlled (Fig 72), the lateral packs a 
removed and the capsular mcision is now closed transverse 
m the hne of the original sechon, usmg No 1 chromicised Cc 
gut and the Boomerang needle It is convement to commen 
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the contuiuous suture on the side on which the operator is 
working i e. the left (Fig 73 ) 

It IS all important to secure accurate apposition of the 
mcised capsular edges to control bleedmg and to minimise 
the possibihty of urinary leakage when mictunhon is re-estab 



Fio 72 

Sbcmi cfitl>eler tnvcniBB pro«t»tlc l>cd and salt 
ably plttcad bladdrr 


lishedL During the suturmg process good visualisation is 
essential and the field must be kept free from blood by means 
of the sucker Care must be taken to avoid picking up the 
bladder wall with the sbtch — the upper leaf of the capsule 
retracts and is sometimes obscured by the antenor wall of 
the bladder When the capsular suture has been completed 
all bleedmg will usually have been controlled The retropubic 
space is now gentl> swabbed free of any loose clots and care- 
fully inspected to ensure that all oozing has been controlled 
The area is dusted with 5 grams of Proflavme-sulphanila- 
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nude powder. A small corrugated dram is left down to the 
suture line, and the Rectus sheath closed with mterrupted 
sutures of No. 1 chromicised catgut The skm is closed with 
interrupted silkworm sutures and Michel clips 

(In two cases where satisfactory control of the venous ooze 



1 lo 73 

bhoub the continuous sutun of the capsule being 
< jicetecj 


had not been secured, a hght gauze pack was placed m the 
retropubic space in apposition to the capsular suture line 
The pack was eased out partially 24 hours later, and com- 
pletely removed in 48 hours ) In a third case a light dressing 
of Oxj^gel was sutured to the capsular incision , this synthetic 
pack has the merit that it is absorbable and so removal is 
unnecessar}'- 

Bilateral vasectom}^ is earned out routinely, and the 
catheter irngated with 3 8 per cent Sodium Citrate solution 
to free it of any clots collected during its passage through the 
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prostabc cavitj Four ounces of the lotion are left in the 
bladder and the catheter spigotted The catheter is fixed to 
the skin of the penis by means of a silk\TOrm gut stitch (We 
prefer this simple method to any form of mtemal suture ) 
The catheter fixation is reinforced by two narrow stnps of 
adhesi\e strapping apphed as show-n in Fig 74 No arcular 
strappmg is applied to the penis lest a damming up of 
urethral discharge occur and predispose to pen urethral 
abscess It is noteworthy that no instance of this has occurred 
m this senes 



Fio 74 

Method of catheter fixation employed at coocltuion of 
opcratKin 


Where vesical calcuh require removal after the adenoma 
has been enucleated^ the toilet of the bed completed and the 
^vedge resection of the postenor lip effected the bladder neck 
IS opened by means of the spreader the mtenor of the organ 
visualised and the stones removed with appropriate forceps 
Digital exploration then confirms complete removal 

emergency prostatectomy for haemorrhage 

On two occasions m recent years I have been forced to 
carry out an emergency prostatectomy for profuse prostabc 
haemorrhage foUowmg a suprapubic cystostomy The follow 
mg report illustrates one such — 

W F aet 73 with a history of prostatism over many years 
Admitted to provmcial hospital with clot retenbon Emerg- 
ency suprapubic cj'stostomy and immediate blood tnnsfusion 
Profuse haemorrhage conbnued and despite conUnuoiis intra 
venous blexxi o\er four days (11 pints m all) the patients 
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conditon was rapidly detenoratmg On the fourth post- 
operative day an emergency Freyer enucleation was decided 
upon and earned out A very large intravesical type of gland, 
ulcerated on the surface, was removed The bleedmg promptly 
subsided and after a stormy convalescence the patient made 
an excellent recovery 



Fig 75 

Temperature Chart 


Such a case mdicates that bleedmg from a massive intra- 
vesical type of prostate may call for an immediate prostat- 
ectom}^ rather than the commonly employed suprapubic 
cystostomy The following case illustrates well the value of 
this procedure earned out by the retropubic approach 

N.R , at 68, complained of prostate symptoms for some 
3 ^ears ; sudden profuse haematuna leading to clot retention , 
seen m consultation in provincial Nursing Home , bladder 
tautly distended to umbilicus , prostate large on rectal 
exammation Aspiration through cystoscope sheath evacuated 
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many of the clots and allowed a rapid inspection of the 
bladder to rule out assoaated vesical neoplasm. The uretenc 
orifices could not be visualised owing to the presence of a 
very large intravesical sub-cervical lobe Active bleedmg con 
tmued from the prostate Under anaesthesia with the bladder 
empty careful palpation of the kidneys was made but 
no evidence of tumour could be made out (An emerg- 
ency retropubic prostatectomy was performed m twenty 
mmutes digital exploration of the bladder bemg made 
through the vesical neck and the remaming clots evacuated ) 
The patient made an uneventful recovery and left the Nursmg 
Home on the twelfth p>ost-operative day soundly healed 
(Fig 75) 

The circumstances here demanded prompt measures No 
time nor mdeed faculties for renal mveshgahon existed Should 
subsequent mtravenous urogams have shown evidence of renal 
neoplasm this could have been dealt ivith later The retention 
was the prime consideration 
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after the transvesical operations. An apenent is administered 
on the second evenmg ray personal preference being PO 
Alophen 2 3 preceded by one or two doses of Liq Parafl&n i 
oz. The patient is allowed out of bed to use the commode the 
following morning so avoiding that abomination of every 
patient— the bed pan The corrugated dram is shortened by 
one inch on the second day and removed on the third day 



Careful watch is, of course maintained on the abdominal 
dressings during the first 12 hours for evidence of excessive 
bleedmg As a general rule these need only be changed every 
12 hours 

The urinary drainage is usually heavily blood stamed for 
24-36 hours gradually hghtenmg ra colour In the average 
case the dramage resembles Burgundy the day succeedmg 
operation Vm Ros^ the foUowmg day and on the third 
monung Sherry 

We formerly maintained catheter drainage for 6-7 days but 
m the ma]onty of our last 200 cases have been removmg the 
catheter on the third day Despite this early removal only a 
small proportion leak suprapubically When this does occur 
to anv appreciable extent the catheter is replaced for a further 
4-5 days 

There is rarely difficulty m micturatmg on withdrawal of 
the catheter Some minor discomfort may be noticed at first 
particularly on initiatmg the act In very nervous patients 
the pam may be marked enough to cause a reflex spasm with 
consequent retention. A hypodermic of morphia may be ade- 
quate to check the spasm and allow urmation if not a catheter 
IS passed and left in place for a further 36-48 hours As 
mentioned above earl} nsmg fi-om bed is encouraged unless 
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contra-indicated and the patient gets up for increasing penods 
each day 

Sulpha therapy is administered rouhnely m small doses, 
e.g., Sulphathiazole i gram every 6 horns This dosage is 
mcreased if infective phenomena occur Latterly we have 
been gi^ung Pemcillm 100,000 umts pre-operahvely and con- 
tmued ever^^ eight hours for 4-5 days It would appear to be 
helpful but useful deductions cannot yet be drawn 

In most cases a short walk is allowed on the tenth post- 
operative day and the patient is dismissed on the 14th -16th 
da}^ Cystopunn, tabs 2, t d s for three iveeks, is prescribed 
Ah cases where possible are seen 3-4 weeks after leaving 
hospital, the force of the urmar^^ stream and the macroscopic 
appearance of the urme bemg noted Not infrequently the 
urme is macroscopicah}' clear at this msit but is usuaU}^ famtiy 
hazy , it IS the rare exception to find a gross pyuria, unless a 
heaiq^ pre-operative infection has been present Should the 
unnarj^ stream not appear adequate, bougies are passed, but 
since adoptmg the routine wedge excision of the bladder neck 
no stncturmg m this region has been met vath Patients hvmg 
at a great distance who find this visit to the smgeon a hardship 
are admsed to visit theu doctor who reports his findmgs 
The measures adopted for the vanous post-operative com- 
phcations met vath are descnbed m Chapter 13 

The following brief case reports will indicate the results 
obtainable by the retropubic approach : — 

JAI set 57 , prostatic S 5 anptoms for upwards of tvu years ; 
recently difficulty of urmation and frequency D/N + + /1; 
large adenomatous gland on rectal exa m ination , bladder just 
palpable above pubis , Blood Urea 37 mgms per cent 

20.11 45. Retropubic enucleation of large bilobed adenoma- 
tous prostate; bilateral vasectomy 
21 11 45. Urme free of blood 
23 11.45 Allowed out of bed 
26 1145 Catheter out , free mictuntion 
28 1 1 45 Shovm to members of Section of Urolog}^ of Royal 
Society of Medicme 
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L 0 , set 64 , prostatic symptoms for some years culmina- 
ting m acute retention , indwelling catheter 36 hours Blood 
Urea 44 mgms per cent moderate sized prostate on rectal 
examination 



Fig 79 

Temperature Chart 


29 9 45 Retropubic Prostatectomy (tn-lobcd gland) * 
1.10.45. Catheter removed, free mictuntion 
9 10 45 Out for drive 
13.10.45 Discharged 
25 2 46. S = good F = D/N = normal/I 
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F C , set 80 ; prostatic symptoms for some years culmma- 
ting in acute retention , catheter dramage 10 days 

Climcal exammation revealed poor general condition , 
marked Heart Block , ver}^ large bemgn prostate on rectal 
examination , Blood Urea 70 mgms per cent 



Fig 81 

Temperature Chart 


30.12 45 Retropubic Prostatectomy under abdominal wall 
block, 0 25 gm Pentotbal and Gas-Ox5"gen 
6.1 46. Catheter withdraum, roicturatmg well 
14 1.46. Discharged 

The follovmg illustrate some charactenshc temperature 
charts — 
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CHAPTER XI 


RETROPUBIC PROSTATECTOMY 
AFTER PRELIMINARY CYSTOSTOMY 

S OJIE surgeons, who have adopted the retropubic opera- 
tion for aU cases m which a one-stage procedure seems 
warranted, still favour the simpler and more rapid Freyer 
techmque when a prehmmar}^ suprapubic dramage of the 
bladder has been necessar^^ It is true that the mtravesical 
enucleation can be effected more expeditiously^ than the retro- 
pubic procedure, but m}^ personal view is that the extra ten 
or fifteen minutes on the operating table are well spent when 
measured in terms of total blood loss, easy convalescence and 
rapid disrmssal from hospital 

THE OPERATION 

This is Ccimed out after eve^ effort has been made to 
dimmish urinary infection b}^ means of vesical lavage and 
appropnate sulpha therapy (Latterly Pemcilbn has also 
been employed where the mfectmg orgamsms are Staphylo- 
cocci or other sensitive microbes ) 

YTien the patient has been ansesthetised, the suprapubic 
tube IS removed, the operative field anticeptiased and 
towelled up A gauze swab is packed mto the suprapubic 
fistula 

A transverse skm mcision, three mches long, is now made 
immediately above the pubis (I^Tiere the prelimmar^^ cysto- 
stom}^ has been established adjacent to the bone, the skm 
mcision may actually be below the upper border of the pubis ) 
The mcision is deepened through fhe aponeurosis and the 
hi\’o leaves of the latter freed vith a few touches of the 
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after PRELIMI^\R^ C\bTOSTOM\ 


scalpel from the underlying muscle. The Rcch are next 
separated as in the routine one stage procedure Not infre- 


quently the hnea alba and sub- 
jacent fibrous tissue require 
sechomng before the muscles 
separate Rarely it is desirable 
to mcise the inner borders of the 
Rech tendons With the index 
finger the retropubic space is 
opened up and the empty 
bladder depressed gentl\ In no 
mstance ha\e I CKpcncnced any 
difficult m effecting excellent 
ex^iosure of the prostate The 
remainder of the ofieration is 
conducted exactl\ as though no 



suprapubic fistula w’cre present 


The skin inasion closed atten 


ton IS directed to the c\^tostomy 
opening Where this has been 
performed months before the 
track will generally be com 


1 


pletely epithehahsed It is 
necessary m such cases to cone 
out the mucosal lining as 


Fia 87 

SccoiHl^itap Rrtropubic Prottat 
tetomy Uottnl Unc »hoTA» lint of 
incraon of fiitala 


depicted m Figs 87 88 89 

usmg a fine-bladed scalpel When the fistula is not long 
standmg and lined only with granulation tissue it is adequate 
to curette this gently^ After either procedure a gauze plug 
IS placed m the fistula and maintained for 48 hours (M^ere 
desmed of course a suprapubic catheter can be replaced for 
two or three da\'s but the fistula ivill be correspondingly slower 
m dosmg ) Catheter dramage is maintained for eight da\ s 
y which tune the fistula wall usually be suffiaently soundh 
ed to allow urination without leakage Should leakage 
the catheter is replaced for a further few day's 
The following case illustrates the satisfactory comse 
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which may be expected from a Two-stage Retropubic Prostat- 
ectomy ; — 



Fig 88 


Fig 89 


Second-stage Retropubic Prostat- 
ectomy ** Coning out " of 
epithebabsed track to bladder 


Second-stage Retropubic Prostat- 
ectomy Gauze pack placed in 
track 


A JM, set 71 Histoiy of marked prostahsm for more 
than 2 years , poor stream, F-D/N 2-hourly/4-5 , acute reten- 
tion 2 days before admission , mdwellmg catheter not 
tolerated 

25 7 46 Suprapubic Cystostomy, and bilateral vasectomy 

6 8 46 Second-stage Retropubic Prostatectomy (very large 
gland) 

9 8 46 Catheter removed , voided well without leakage 
18 8 46 Discharged home soundly healed 
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ANALYSIS OF 18 CASES OF SECOND-STAGE 
RETROPUBIC PROSTATECTOMY 


Case 

Name 

Age 

Reason for 
Cystostomy 

Duration 1 -q, 
of 

Post- 

i operatu e 
stay m 
hospital 

Remarks 

1 

LB 77 

1 

Chrome Retention 4 months | 37 | 15 da\s j 

2 

B L [69 

Acute Retention 6 months | 46 

27 dajs 


3 

W J D 1 68 

Acute Retention 3 months | 41 

16 davs 


4 


I 64 

Acute Retention 

intolerant of 2 weeks 

catheter 

1 

I 39 

20 da}s 


5 

1 

GHG j 71 

Chrome Retention 12 months 

42 

15 da3s 

Ad\ a need Parkin- 
sonism 

Stones in bladder 

6 

A C P 75 

Chrome Retention 2 months 

38 1 21 da^^s 



W G t 65 

Chrome Retention 5 months 

46 

1 30 days 

Detained for chest 
condition 

8 

1 

JR ! 76 

1 

Acute Retention 
^ poor state 

j 5 eeks 

72 

36 da} s 



Detained for as- 
thenia, hved 
remote]} 

9 

T c, T- 1 an 1 Chrome Retention 

^ j j Infection 

4 months 

54 

18 da^s j Calculous prostate 

10 

1 

E H 

69 

Chrome Retention 
Urserma 

12 months 

38 

* Detained for as- 
thenia following 
29 da^^s jaundice due to 
' blood transfusion 
m compatibihtv’' 

11 

H H 

i 

66 , 

1 

i 

Laree \esical 
stone 

Gross infection 

3 A\eeks 

Gross infection 

J to 2 5 ears' 

40 29 da^^s ^ catheteusa- 

1 tion 

12 

D E K 68 1 

1 

Acute Retention 
Fibnllatmg 

3 months 

( 

36 j 

22 da\s 

13 

1 1 

H B i Chronic Retention 8 months 

1 

47 j 

Died 6th Cardiac Failure 

da^ 

14 

H C A 74 Chrome Retention 4 } ears 
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AIThK PnCIIMrNVK\ C\STOSTOM\ 

In addition to these 18 eases opented upon in the presence 
of a suprapubic cj'slostom) there w'cre three others who had 
pre\nouslj undergone a suprapubic bladder operation but 
whose fistula wais closed at the time of the retropubic prostat- 
cctom\ In none w-as there anv difficulU in exposing the 
prostate 




01 

118 jnn tri Jobt^l proitatr rrnxnrd four jc-an aflrr 
IrojiMjrcthral rrvcttmi 

The following case is illustrative — 

A G L set 66 a medical man w ho had undergone 4 years 
previously a transurethral resection elsewhere after a prelim 
inary cystostomv His unnary sjanptoms rapidl} rctiimcd 
and I removed the 116 gramme tn lobed gland shown in 
Fig 91 He left hospital soundly healed on the 15th post- 
operative day 



CHAPTER XII 


OPERATIVE DIFFICULTIES 

H v^MORRPJAGE. — I t has frequently been alleged that 
the hemorrhage dunng the retropubic operation 
is aiarmmg and that much time has to he spent 
in controhmg this, I can but say that I have not found it 
so, but meticulous attention to detail is essential In a series 
in which accurate blood loss estimations were made the 
average was 200 c cs In one case the loss was less than 60 
c cs The use of the T-shaped capsule forceps has been 
invaluable for hsemostasis of the capsular veins 

Obesity. — Apart from the fact that the obese subject is 
seldom an ideal surgical risk, mere bulk offers certain technical 
difficulties. It is weU known that the classical Freyer prostat- 
ectomy in a veiy^ stout man may be exceedingly difficult, 
particularly as a second stage procedure, owing to the depth 
from the surface and difficulty of access I have known an 
internationally celebrated surgeon send for a colleague \vith a 
longer index finger to help him enucleate a prostate which had 
eluded his reach ' Similarl}^ in the perineal operation the 
distance from the surface in the stout patient adds consider- 
ably to the operative difficulties In the retropubic approach, 
mere obesity adds little to the technical difficulties, provided 
that a retractor with sufficiently deep blades is to hand and 
that the skin indsion is sufficiently ample to allow the upper 
border of the pubis to be laid bare. The distance from the 
summit of the pubis to the bladder neck vanes but little and 
even in the stoutest the prostate is readily accessible to the 
shortest fingered surgeon More extensive gauze dissection 
is required to free the retropubic space of the excess fat and 
more veins may need to be sectioned and coagulated. 

Bony Deformities. — A large chondroma arising from the 
posterior aspect of the pubis would conceivably prove an 
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impassable bamer to the retropubic approach but I have 
never met any such impediment An old mal-umted fractured 
pelvis might also prove a contra mdicahon 

Colectomy — The presence of a colostomy affords no more 
difificulty than it does to the classical transvesical approach 
rather less so indeed m that the incision may be kept at a 
loiver level and so farther away from the site of potential 
mfeeboD I have had to deal mth one such case and primary^ 
muon of the wound occurred 

Irreducible Scrotal Hernia. — This if of large dimensions 
can prove troublesome m the retropubic operation By virtue 
of its sire and position it obscures good exposure of the 
prostate but it has not to date rendered anv prostatectomy 
impossible 

Abnormal Artcncfl — ^The three commonest anomahes have 
already been described (Figs 23 24 25) and discussed and 
provided that the operator is aware of their possible presence, 
he should find no difficult m deahng mth the situation If 
they are likely to be damaged durmg the later part of the 
operabon they should be divided between hecraostats and 
coagulated Were their existence not appreciated very'' 
troublesome bleedmg could occur and I have heard of one 
case m which I surmise that such did m fact happen Good 
exposure and adequate visualisabon throughout the operabon 
are essenbak 

Lots of Pro»tatic Lobe m the Bladder — Following enuclea 
hon on one occasion a discrete glandular lobe made its way 
through the vesical neck mto the mtenor of the bladder The 
foUowmg manoeuvre rendered its recovery an easy matter 
UTulst the assistant held open the vesical neck by means of 
the spreader the errant lobe was readily visualised and hfted 
out with sponge holdmg forceps. A colleague has told me 
of a similar occurrence m which considerable bme was spent 
blmdlv fishmg for the lost lobe withm the bladder 



CHAPTER XIII 


POST-OPERATIVE COMPLICATIONS 

T he following notes are based not only on personal 
observations and experiences but on reports from othei 
surgeons who have employed the technique 

HEMORRHAGE 

Reactionary. — Only one case of consequential mtra-vesical 
reactionary haemorrhage has been met with in over 375 cases 
This patient aged 71 had suffered from cardiac incompetence 
for many years and for seven years prior to operation had 
been unable to walk upstairs or to indulge in any but the 
mildest exercise His immediate post-operative condition was 
excellent but some 6 hours later it was apparent that bleeding 
was excessive A blood transfusion and further intravenous 
therapy were administered but the severely damaged myo- 
cardium was unable to compensate with even a relatively small 
loss of blood and he succumbed from cardiac failure within 48 
hours 

With the adequate exposure of the prostatic cavity obtain- 
able dunng the operation and the consequent accurate 
visualisation of the bleeding points, control of haemorrhage 
should be secured on the operating table and cases of clot 
retention due to reactionary bleeding are the result of faulty 
haemostasis before or during capsular closure or of negligence 
m the post-operative care of the catheter 

In one case of marked hypertension (240/160) operated 
upon by one of my assistants excessive suprapubic blood loss 
led to his re-opening the wound 8 hours later, finding the 
bleeding vessel in the capsule and underrunning it with a 
stitch The patient made an excellent recovery and was dis- 
charged from Hospital 27 days later In only one personal 
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case was such mtenenhon required This patent was also 
an advanced hypertensive (B P 260/150) The same evening 
the House Surgeon re-opened the wound and secured haemo- 
stasis b> packing the retropubic space. The packmg was 
removed 48 hours later 

Secondary — No operaton yet devised for the rehef of 
prostate obstructon is free from this possible compheaton 
A raw area is inevitably left potental or actual mfecton is 
present and the scene is laid for a secondary hmmorrhage I 
can state categoncally that I have had a much lower madence 
of this compheaton smee employing the retropubic approach 
than I did whilst irsing any other route In no case ha\e I or 
an} of rav assistants had to perform a suprapubic c}^ostomy 
for haanorrhage, reactonary or secondary In a small number 
of cases the passage of a 24F gum-elastc catheter and aspira 
ton of clots was necessary The catheter was left m situ untl 
the iirme 'vas agam clear The SLxth post-opera tve day has 
proved the commonest for this compheaton Should a severe 
secondaiy hEemorrhage occur it is all important to take con 
stant blood pressure readings lest the systohe pressure falls 
sufl5aentl> low to minimise the renal blood flow and so lead 
to dangerously low urmary excreton Elevaton of the foot 
of the bed, hypodermics of Morphia and blood transfusions to 
mamtain systohe blood pressure and to aid coagnlatng tme 
are mdicated Any evidence of bnght blood per urethram 
calls for prompt measures a catheter should be passed and 
left m situ for ^ hours 

URO SEPSIS 

^Vhe^e urmary mfecton has been controlled before opera- 
ton uro-sepsis is seldom of consequence after the retropubic 
operaton The pre and post-operatve use of the Sulphona 
mides combmed m some cases with Pemcillm ^ have proved 
a great advance and it is our expenence that the unne dears 
much more rapidly than after any other mterventon we have 
employed The unne is inspected each morning and evemng 
and where an undue haziness is noted partcularly about the 

1 Powr* n ^□on(lW«) Lanrft 2, 3J 
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tenth post-operative day a further course of Sulpha drug 
therapy may be indicated In general we employ Hexamme 
for 3 weeks after the tenth day 

From time to tme an uncontrollable urinary infection will 
occur after any surgery of the prostate and despite full courses 
of Sulphonamide therapy, Penicillin, etc , will progress to a 
fatal Pyelonephritis We have had three such cases 



Fig 92 

Temperature Chart 


The following case is illustrative of such a tram of events - 
Dr T , aet 76, suffered from prostate symptoms for many 
years , acute pyelonephritis followed an attack of retenton , 
indwelling catheter and sulpha therapy led to remission of 
fever and apparent clearing of urine though the latter was stll 
harbouring Coliform Bacilli Referred to the author for relief 
of prostate obstruction , rectal examinaton showed a very 
large adenomatous prostate, general conditon poor, pre- 
liminary cystostomy advised but refused , against dictates of 
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judgment retropubic removal of a large trflobed gland earned 
out immediate post-operative course uneventful catheter 
removed on seventh p<^-operative day and easy mictunhon 
follow^ eleventh day pyroaa and ngors and a left-sided 
pyelon&phnhs ensued from which the patient succumbed 

WOUND SEPSIS 

This has m our expenence been singularly rare despite 
the bad name the retropubic space has had m the past A 
consecutive senes of 5 cases m one hospital developed wound 
infection and this was tracked down to the use of some un- 
sterilised Sulphanil amide powder which had been routmely 
dusted mto the operative field When this had been auto- 
claved no further similar trouble was met with (Too raan> 
people beheve that the sulphonamides are self-stenlismg) 

SUPRAPUBIC URINARY LEAKAGE 
A small number of cases will leak urme suprapubicaU^ 
after the removal of the catheter In our expenence this has 
been most commonly met with m the case of the thin \\a.lled 
chromcally overdistended bladder and we now advise a 
minimum of 2 weeks pre-operative drainage either by supra- 
pubic tube or mdwellmg catheter to allow the bladder to regain 
its tone Adequate pre-operative control of unnary infection 
and accurate capsular suturmg are the best safeguards against 
a post-operative urmary leak Even when it occurs it is seldom 
of moment and a further penod of urethral catheter drainage 
wall effect a watertight closure 

The following case illustrates some of these pomts — 

H G 67 prostatic symptoms for several years one attack 
of retention lastmg 10 days rectal exammation revealed large 
benign prostate about to undergo arthrodesis for pamful 
osteoarthntic hip prostatectomy advised lest recurrence of 
post-operative unnaiy retention no marked residual unne 
Blood Urea 45 mgms per cent 

2.8 46 Retropubic prostatectomy , moderate Sized bi lobed 

gland 

6.8 46 Catheter removed 20 oz unne passed during day 

with some suprapubic leakage 
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7 8 46 Urinary leakage still present , catheter replaced 

12 8 46 Catheter removed , voided without leakage 

16 8 46 Discharged soundly healed 

PERSISTENT FISTULA 

No case of this has been met with nor do I see why it ever 
should occur with this operation In one very mstructive case 
reported by my colleague Mr Ogier Ward, the patient 
developed heart block durmg the operation and was deemed 
to be m extremis , no time was available for capsular closure 
and he was returned to the ward for supportive therapy, \wth 
a drain in the retropubic space Prolonged suprapubic 
unnary leakage occurred but the patient left hospital m 9 
weeks soundly healed This case, an extreme one, demon- 
strates that even failure to attempt capsular closure with 
subsequent urmary leakage will not lead to a persistent fistula 

INCONTINENCE 

We have met with one case of persistent urmary mcontm- 
ence Great care should be taken, as always, not to avulse 
any of the mucosa of the membranous urethra Should this 
occur some degree of incontinence will follow for some weeks 
irrespective of the route by which the gland has been removed 
(see Figs 93, 94) If the technique outlined earher is 
scrupulousy followed no such nsk should occur It should be 
noted m this connection that, mechamcall}^ the enucleation of 
the adenoma by the retropubic route is sounder than m the 
transvesical in that the enucleatmg finger is workmg at nght 
angles to the urethra and not m the long axis The nsk of 
avulsmg any of the membranous urethra should be mmimal 
and the sechonmg of the antenor wall of the canal adjacent 
to the apices of the lateral lobes should safeguard the position 
still more 

The early removal of the catheter is followed in some cases 
by an urgency of unnation amounting to a virtual mcontmence 
for a few days but this is transient Only three cases have 
left hospital with any incontinence and two cleared up within 
a few weeks 
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incised carefull}^ and each muscle turned outwards (Fig 95) 
so exposmg the Bulb With scissor dissection this structure 
is freed on its deep aspect from the superficial la^nr of the 
Urogenital Diaphragm (Triangular Ligament) until it is 
possible to pass the index finger around the bulb close to the 
membranous urethra The bulb is next lapped ri^nlve times 
with I iuch. chromicised nbbon catgut and the ends tied 



Fig 95 

Ribbon catgnt encirclmg loops tied about 
corpus spongiosum 

securely, drawmg it tight over the spong}^ tissue vath its con- 
tained catheter (Fig 95). The Bulbo-cavemosi muscles are 
re-approximated in the midline with a continuous suture of 
No. 0 catgut Colies’ fascia is similarly approximated and the 
skin iucision closed without drainage ^vith silk- worm gut The 
indwelling catheter is maintained for 5 da^^s On remo\mg the 
catheter continence is usuall}^ complete though m some 
instances a retention mai' supeix'ene and necessitate the further 
use of the catheter. 

The following case is illustrative — 

E.H., at 66, underwent Harris Prostatectomy 1936; stenosis 
of prostatic bed followed rapidly , Punch resection of scar 
tissue four months later , almost complete urinaiT' mconfin- 
ence followed, and persisted 2^ I'ears. 
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CEDEMA OF THE PENIS 
This was rnentioned as a frequent sequel of the operation 
by Newell* We have expenenced it in a raaiiwed degree 
exceedingly rarely and it would appear to be due to unduly 
extensive coagulation or ligaton of the tributaries of the deep 
dorsal vein of the perns close to the subpubic arch With our 
present technique these veins are sectioned at a high le\el 
after thej^ have already drained ext;ensi\el 3 into the pen- 
prostahc venous system Its occurrence is of httle moment 
owing to the full anastomosis between the deep and superficial 
venous systems of the penis The superficial system rapidl> 
takes on the extra uork This we saw most dearl} vhilst 
emplo>nng the subpubic approach m which the deep dorsal 
vem was deliberately sectioned whilst preserving the super- 
fiaal veins A temporary oedema of the organ was the rule 
but m no instance proved permanent 

ECCHYMOSIS OF THE PENIS 
In a small number of cases the oormg of blood mto the 
retropubic space leads to a subpubic seepage mto the loose 
subcutaneous spaces of the perns with consequent discolora 
ton This disappears ivithm a few days, 

ILEUS 

We have as yet met with no case of this troublesome and 
sometimes dread comphcahon, m contra-distmction to our 
experience whilst employing the transvesical route The 
reason is not certain but is probably due to the lack of inter- 
ference wath the pentoneum 

LATE SEPARATION OF SLOUGHS 
Two cases have been met with where a moderatelj large 
slough has been passed durmg the third week after leaving 
hospital In one it lodged at the external unnarj meatus and 
was extracted b} the patient with his wife s e^ eh row tweezers 1 
In each case rather more diathermic coagulation than usual 
w-as emplo} ed. We regard it as important to use the diathermv 

1 n L. (iwei Unett I IBI 
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ligature It would appear preferable to me to have such 
sepsis subcutaneous m the scrotum lather than deep m the 
pelvis where diagnosis is difficult and sequelae possibly serious 

POST-PROSTATECTOMY OBSTRUCTION 

This occurred five times in the first 75 cases, always at the 
vesical outlet In the last 200 cases we have routinely either 
excised a wedge from the posterior lip of the bladder neck 
(Figs 68, 69) or fixed this structure to the floor of the 
prostatic bed with a suture after the manner of the postenor 
stitch in the Harris technique (Figs 70, 71) We have had 
no such occurrence since adopting this manoeuvre Four of 
the above mentioned cases required a transurethral resection 
of the fibrosis at the vesical outlet Each of these was a minor 
procedure and the patient was able to leave hospital three or 
four days later They have been carefully followed up and 
no further trouble has been experienced (See Chapter 20 ) 

OBTURATOR NEURITIS 

3 cases of this have been met with In one, the symptoms 
were minimal and cleared up quickly In a second case the 
symptoms persisted for almost 3 months but eventually cleared 
up completely The third case is still under observation The 
exact cause is obscure It is presumably due to pressure on 
the nerve m its mtrapelvic course during the operation 
Whether it is caused by the use of unduly long lateral blades 
on the retractor or to excessively tight packing on either side 
of the prostate or the local use of Sulphonamide powder we are 
not certain 

OSTEITIS PUBIS 

I have not experienced this complication after the retro- 
pubic operation though I did have such a case after a two- 
stage Freyer enucleation some years ago Riches’ reported 
two cases of this complication but I opine that these resulted 
from a pnckmg of the penosteum of the pubis with the 
Boomerang needle. Such must be scrupulously avoided 

3 JHrn/s, J W (]*)i(j) “ Jipplft Congi^PK Aphji T rol Surpr 
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CEDEMA OF THE PENIS 
This was mentioned as a frequent sequel of the operation 
by Newell^ We have expenenced it m a marked degree 
exceedingly rarely and it would appear to be due to unduly 
extensive coagulation or ligation of the tnbutanes of the deep 
dorsal vem of the penis close to the subpubic arch With our 
present techmque these veins are sectioned at a high level 
after they have already drained extensively mto the pen- 
prostatic venous systenu Its occurrence is of httle moment 
owing to the full anastomosis between the deep and superfiaal 
venous systems of the perns The superfiaal system rapidlj 
takes on the extra work This we saw most clearl} whilst 
employing the subpubic approach m which the deep dorsal 
vem w^ dehTeratel} sectioned whilst preserving the super- 
ficial veins A temporary oedema of the organ was the rule 
but m no instance proved permanent 

ECCHYMOSIS OF THE PENIS 
In a small number of cases the oozing of blood mto the 
retropubic space leads to a subpubic seepage mto the loose 
subcutaneous spaces of the penis with consequent discolora- 
tion This disappears within a few days 

ILEUS 

We have as jet met with no case of this troublesome and 
sometimes dread complication m contra-distinction to our 
expenence whilst eraploymg the transvT^cal route The 
reason is not certam but is probably due to the lack of mter- 
ference with the pentoneum 

LATE SEPARATION OF SLOUGHS 
Two cases have been met with where a moderatelj large 
slough has been passed dnrmg the thud w-eek after leaving 
hospital In one it lodged at the external unnarj meatus and 
was extracted bj the patent with his wife s ej ebrow tw^eezers 1 
In each case rather more diathermic coagulation than usual 
was emploj ed We regard it as important to use the diathermv 

1 Xr^ru n L (ISMD 1 181 
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needle as little as possible and to localise the coagulating effect 
to a minimal area Post-operative cysto-urethroscopy m a 
large number of cases has shown that there is little evidence 
of sloughs after the tenth day We regard it as safe to allow 
patients to leave hospital as early as the twelfth post-operative 
day and indeed quite a number wish to depart even earlier 

PULMONARY COMPLICATIONS 

Apart from a single case of pulmonary embolus (already 
mentioned) and one post-operative pneumoma, lung complica- 
tions have been conspicuous by their absence This I attnbute 
to the excellence of the anaesthesia rather than to any inherent 
virtue of the operation The msistence of early and thorough 
breathing exercises and the minimal necessity for opiates after 
the retropubic operations are probably contnbutory factors to 
the virtual disappearance of those erstwhile scourges — 
pneumonia, pulmonary collapse, and embolus 

OLIGURIA 

As few cases are now operated upon until renal equilibnum 
has been established either by indwelling catheter or by supra- 
pubic drainage, this complication is seldom met with A 
copious fluid intake either orally or by mtravenous drip is 
insisted upon In 4 cases in which the Wilson Hey technique 
was followed, namely of operating forthwith without drainage 
on chronic retentions, a grave suppression followed m every 
instance and necessitated the use of mtravenous Sodium 
Sulphate solution 4 285 per cent (isotonic) to re-establish 
flow One of these cases succumbed from progressive renal 
failure, on the 4th post-operative day 

ACUTE DILATATION OF THE STOMACH 

This occurred m one case in a mild degree but rapidly 
responded to the use of gastnc suction via a Ryle’s tube The 
mam danger of this formerly dreaded complicaton lies in its 
failure to be diagnosed Any vomiting more than 24 hours 
after operation should put the attendant staff on its guard 
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Nor indeed is \ omitmg a]\va\'S a s}Tnptora of acute dilatation 
of the stomach in its earlier stages A persistent hiccough or 
a nsmg pulse rate without fe\ er or other ob\ious cause will 
call for the use of a R\ le s tube and an unexpectedl 3 large 
gastnc retention iiia\ be found. 

RETENTION DUE TO DETRUSOR ATONICITY 
AMiere adequate pre-operati\ e drainage to allow the 
chromcalh o\ er-distended bladder to reco\er its tone has not 
been gi\‘en remo\'al of the catheter after a retropubic pros- 
tatectom\ maj be followed by complete mabihtj to void A 
farther penod of catheter drainage will be necessarj accom- 
panied bi para-sjmpathetic stimulants and Siher Nitrite 
imgatons 

Illustrati\e Case — 

E3 ffiL 68 history of prostatism for 4 years F D/N 
honriv/3, acute retention for 4 dajs treated with indwellmg 
catheter Blood Urea 46 mgras per cent 
19 7 46 Retropubic Prostatectomy, large tnlobed gland 
23 7 46 Catheter removed \ oided without leakage 
25 7 46 Catheter replaced as residuum had mounted to 30 
oz 

27 7 46 Catheter remo\ed 

Daily catheterisation residuum decreasing slowly 
from 600 c cs 

4.8 46 Discharged symptom free but still carrying resi 
duora of 300 c.cs. 

3 10 46 S 3 Tnptom free residuum 30 c,cs. 

RETENTION DUE TO SPASM 
An occasional case has been met with where followinp 
removal of the catheter on the third or fourth post ojx i tfivt 
dat the patient has been unable to \oid It Ins orrm;//I 
almost invanabK m the exiremeb nervous piticnt wlun ih/ 
fear of or actual mamfestation of pam on attempting tnin t 
hon leads to a reflex spasm and consequent retention //,/ 
inll sometiraes respond to a h\podermic of klorplm big ry 
need the re mtroduchon of the catheter for a further 48 
9 
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SUB-CERVICAL AND SUB-TRIGONAL 

LOBES 

T he grosser examples of sub-cervical lobe hypertrophy 
frequently associated with lateral lobe enlargement are 
dealt with as descnbed m Chap 9 but examples of small 
isolated lobules, either sub-cervical or sub-tngonal, imp inging 
on the vesical neck are occasionally met with causmg bladder 
neck obstruction These are, m general, adequatelj^ dealt vath 
by transurethral resection but can be veiy satisfactorily re- 
moved by the retropubic approach as mstanced by the 
follovong hvo cases 

B.J J T , set 60 , complamed of urmar}^ difficulty for some 
months becoming progressively worse ; mcreased urmary 
frequency by day and night, noctuna 3-4 and incontmence, 
residuum 100 c cs , urme umnfected Circumstances de- 
manded attention m an outlymg Nursmg Home m which no 
diathermy umt was available Cysto-urethroscopic examma- 
tion revealed the presence of an isolated sub-tngonal lobule 
vnth no mtra-urethral lateral lobe enlargement and no 
elongation of the supramontme urethra Retropubic excision 
was decided upon A No. 18 F rubber Tiemann catheter was 
passed, emptymg the bladder and left in situ The small 
prostate was exposed retropubicalty m the routme manner and 
packmg gentl}'^ mserted on each side of the gland The antenor 
commissure was then mcised longitudmall}^ to expose the 
catheter bung m the prostahc urethra The cut edges of this 
incision ivere seized vath long Alhs forceps and the catheter 
withdrawn unhl its tip la}^ m the membranous urethra The 
floor of the prostahc urethra was thus exposed The 
spreader ” was then mtroduced through the bladder neck m 
a retrograde manner, opened, and the antenor hp dravai up- 
wards b}'’ the assistant, so reveahng the tngone and the 
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upon A technique similar to that descnbed above 
adojiled, save that no undeimining of the trigone was 
necessaiy The bladder neck was incised on each side of the 
sub-ceivical lobule and the latter enucleated with closed curved 
scissors The pioceduie took but 18 minutes and the patient 
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left hospital on the twelfth post-operative day with clear urine 
and symptom free apait from some uigency, which lapidly 
disappeared 

It is exceedingly doubtful if an easier post-opei ative course 
would have been obtained in either of these cases if a tians- 
urethia) resection had been performed and there is the added 
satisfaction that in each instance the tumour was lemoved 
complete 



CHAPTER XV 

THE FIBROUS PROSTATE 

P KOSTATIC fibrosis s\ iionnnoiisl^ tcnncd “maladic du col,” 
** ptxjstatismc san» prostate ” b) the French dyscctasia, 
median bar, sclerosis of the bladder neck, etc. IS respon 
sible for manj of tlic gn\cst eases of prostatic obstniction 
The condition is prone to occur m a \ oiingcr age group than 
the adenomatous obstniction Its onset is singularl\ insidious 
and the s\Tnptoms seldom distressing to the patient until 
senous obstruction iios occurred \ntli gross bladder distention 
and marked renal impamncnt Frequencx of mictuntion is 
noted oxer mam jears but seldom of extreme degree unless 
infection superx cnes 

Jlost cases present a three-fold problem 1 restoration of 
impaired renal function 2. remoxnl of the obstniction 
3 restoration of \esical function Unless the renal dpfunction 
is so sex'erc as to be irreparable it can usinlh be sufficientU 
improxcd b} indwelling urethral catlicter or suprapubic 
drainage of adequate duration to render surgical attack on the 
obstructive cause a feasible proposition This attack max be 
made m a voinctj of \vvLys the three most commonl} emplo} ed 
being the following — 

1 A transvesical excision of a wedge from the postenor 
aspect of the bladder neck wath or without the use of the 
endotheimj knife Hams* advocated a special sutunng of 
the exsected area to hasten cpithchaJisabon but few found this 
necessarj and it was not widel} adopted 

2. Manon and his disciples use a more formidable procedure 
After wade exjxisurc of the bladder base b} a suprapubic 
transvesical incision and applicahon of a self retaining 
retractor the antenor and postenor lips of the bladder neck 

1 lltRmi S II (103.) finf J Viol *’ •T) 
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Upon A technique similar to ' 
adopted, save that no undenm 
necessarj’^ The bladder neck was 
sub-cenacal lobule and the latter e 
scissors The procedure took bu 
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left hospital on the twf 
and S3nnptom free a]“ 
disappeared. 

It IS exceedmgty < 
would have been ol 
urethral resection I 
sahsfachon that i 
complete 
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THE HDROUS PROSTATE 

Moi>i Dot^I or Carbachol are undoviblcdl^ helpful, Stnch 
nine has its uses and dail) cathetensaUon with appropnate use 
of Sil\er Nitrate mstillahons to combat post>opcrati\e infec 
tion ma> be ncccssarv alw’aj’E m combinaton uith prolonged 
use of Sulpha thcrapj or other iinnao antisepsis, until 
adequate detrusor function is regained 

*ITic retropubic approach maj bc uscfulli employed in a 
number of these hbrous glands cspcciall\ ui the presence of 
urethral stneture or the congcnitaIl> small calibrcd canaK 
I ha\ c utilised it sc\ en hmes The technique differs somc^\hat 
from that employ cd in the enucleation of the adenomatous 
gland and prc\nousl> desenbed 

After the preliminaia c\ sto-urcthroscop> the bladder is 
emptied and a No 15 or ISF rubber Ticmann catheter passed 
This IS left in situ The antenor surface of the gland 
IS exposed rctropubicalb and the hterrl spaces packed off 
as m the routine operahon The prostatic capsule is incised 
longitudinal!} m the midlinc from just bclon the bladder neck 
downwards for 1^ cms. to expose the catheter The edges 
of the masion arc seized mth long Allis forceps and the 
catheter mthdranm imtil its bp hes in the membranous 
urethra. The floor of the prostate portion of the canal is 
thus visualised and the distal aspect of the vesical outlet 
inspected and palpated. The spreader is now introduced 
into the bladder neck bj the assistant opened and the antenor 
hp dra\vn upw'ards so exposing full} the postenor bp The 
latter structure is now seized with appropnate toothed forceps 
(ray personal predilection being for those depicted in Fig 
55) and a resection of the full thicVsJiess of the neck made with 
curved scissors Obvious bleedmg pomts ma} be touched with 
the diathemi} needle but this manccuvre is seldom necessarv 
Attenbon is next directed to the region of the lateral lobes of 
the prostate from each of which a small fibrous nodule may 
usually be dissected with scissors. The catheter is now 
advanced along the urethra and introduced into the bladder 
The longitudinal incision in the capsule is closed mth a 
running sbteh of No 1 catgut, and the opera bon concluded 
m the roubne manner 
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are seized with Kocher or other appropriate forceps, taking 
care to secure a good bite of the whole thickness of the neck 
and not merely the mucosa With a bistoury a circular 
mcision IS made 1^2 cms from and around the neck Whilst 
exertmg traction on the forceps applied antenorly and 
posteriorly on the neck, the cucular mcision is deepened with 
kmfe or scissors for approximately 2 cms working more 
deeply on the posterior aspect The dissection proceeds 
approximately as far as the ejaculatory ducts The urethra 
is cut across with scissors m the depths, and the msiss 
mcludmg the greater part of the fibrous gland and the sclerotic 
neck is hfted out The cavity is then packed and the bladder 
dramed suprapubically m the routine manner 
3 Transurethral resection of the sclerotic bladder neck and 
encroachmg mtra-urethral fibrous nodules This procedure 
has m most clmics supplanted the two previously raenhoned 
operations I personally have regarded this as the method 
of choice durmg the past 15 years, but would stress two pomts 
which I regard as of particular importance (a) that a rela- 
tively small resectoscope should be employed, (b) that a 
thorough post-operative care of these cases is essenfial as the 
usual thm-walled atomc bladders require a considerable time 
to resume their full function With regard to the former 
pomt, I am certain that a high proportion of urethrae are 
incapable of accommodatmg the standard sized No 30F 
resectoscopes without trauma, and mdeed this large sized 
instrument is quite unnecessary for these sclerotic glands I 
employ a No 25F resectoscope for these cases, and so imnimise 
the possibihty of post-operative stncture all too frequently 
seen after the use of larger mstruments The second pomt, 
that of adequate post-operative care of the atomc bladder, is 
too commoifiy neglected All operahons on the unnary tract 
are followed by a period of unnary mfection of varymg 
degree, whether the procedure be by cold punch, endothermy 
loop, or open operation, and if this be supenmposed on an 
atomc mcompletely emptymg bladder the stage is set for 
ascendmg mfection, which may well prove disastrous, or for 
intractable vesical sepsis Parasympathefic stimulants such as 
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Morjl Dorjl or Carbachol arc undoubtedly helpful Strych- 
nine has Its uses and diil} cathetensaUon with appropnatc use 
of Sihcr Nitrate instillations to combat post-operative infec- 
bon mat be ncccssan aunt's in combinabon with prolonged 
use of Sulpha therapy or other unnaiy antisepsis until 
adequate detnisor funebon is regained 

The retropubic approach maj be uscfully emplojed m a 
niunbcr of these fibrous glands especially in the presence of 
urethral stnctiirc or the congenitally small calibred canals 
I have ubliscd it scv^cn tunes The technique differs somewhat 
from that emplotcd in the cnuclcabon of the adenomatous 
gland and prevaously desenbed 

After the preliminary cy'sto-urcthroscopy the bladder is 
emptied and a No 15 or ISF nibbcr Ticmann catheter passed 
This IS left m sibi The anterior surface of the gland 
is c\q)osc<l rctropubically and the lateral spaces packed off 
as in the routine operabon The prostatic capsule is incised 
longitudinally in the midlme from just below the bladder neck 
dowTiw'ards for ems- to axposc the catheter The edges 
of the incision are seized with long Allis forceps and the 
catheter withdrawn unbl its bp lies m the membranous 
urethra The floor of the prostabc jxirbon of the canal is 
thus visualised and the distal aspect of the vesical outlet 
inspected and palpated The spreader is now introduced 
mto the bladder neck by the assistant opened and the antenor 
lip drawn upwards so exposmg fully the postenor lip The 
latter structure is now seized with appropnate toothed forceps 
(my personal predilection being for those depicted in Fig 
55) and a rescebon of the full thickness of the neck made with 
curved scissors Obvious bleeding jxjints may be touched with 
the diathermy needle but this manceuvre is seldom nccessarv 
Attention is next directed to the region of the lateral lobes of 
the prostate from each of which a small fibrous nodule may 
usually be dissected with scissors The catheter is now 
advanced along the urethra and mtroduced into the bladder 
The longitudinal incision in the capsule is closed with a 
ninnmg sbteh of No I catgut and opierabon concluded 
m the roubnc manner 
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Illustrative cases — 

A B , aet 56 , histor}^ of increasing' difficulty and frequency , 
D/N 10/4-5, chronic retention , small prostate per rectum 
1 1 8 46 Catheter decompression instituted 
13 8 46 Blood Urea 32 mgms per cent 



Fig 98 

Temperature Chart 


16 8 46 Retropubic Operation. Excision of wedge from 
bladder neck and fibrous nodules from each lateral 
lobe 

24 8 46 Catheter removed , voided naturally without 
leakage 

31 8 46 Discharged 

T B , aet 66 , history of increasing difficulty and frequency 
for some years culminating in retention mth overflow, small 
prostate on rectal examination, 6 days' catheter decompres 
Sion Blood Urea 43 mgms per cent 
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5 9 45 C\^toscopic examination revealed mouth of di\er- 
ticuluiti finel} trabeculated bladder sclerosis of 
bladder neck with small mtraurethral nodules It 
\vas decided to lea\e the diverticulum imtouched 

Retropubic excision of posterior bp of bladder 
neck with excision of mtraurethral nodules 



Fro 

Cjitogmn 


12-9 45 Catheter removed unable to void Catheter 
replaced para sympathetic stunulants adnum- 
stered 

22 9 45 Voidmg re-established 
2. 10 45 Discharged 

[Note— These chromcall> o\^rdistended bladders requme a 
prolonged penod of drainage to allow the detrusor 
muscle to regam its tone ] 




H j:. i Pv O ? r B I C r B I n: A B Y 5 y b g b b t 

March. 1946. Reporred increasmg diSciilp- in niinatina. 

Cysio-nrethroscopT shovred no demonstrable 
obstmcnon: CysTography revealed large vesical 
divemcnlTim shovm in Fig. 99. Rh'erticnlecTomv 
carried om vrith complete relief of symptoms. 
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RETROPUBIC TRANS\'ESICAL OPERATION' 

An aJieinaiive method, easier but not so complete adopted 
in ivro cases vdth vrhollv saiisfacioiy result, is the follovring. 
The routine retronnbic enpostire is made foUoving cysto- 
nrethrosccttv mhich has established the presence oi a median 
bar. the bladder being emprr and no catheter in place The 
nosition of the bladder nech is carefnlly identified and the 
bladder onened transverselv 1 cm. above the neck. A tracnon 
snrcre is nlaced through each hp of the incision m the midline 
Drardna on these, the bladder base and vesical aspect of the 
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outlet are ^ ell \’isu 3 lised Grasping the full thickness of the 
postenor hp of the neck with toothed forceps the customary 
wedge excision is made bleedmg pomts are attended to with 
the dia therm} needle if necessar} A urethral catheter is now 
passed and carefullv placed the eyes bemg well withm the 
bladder The transverse incision m the bladder is closed in 
two layers with contmuous sutures and the wound closed with 
a small corrugated dram mto the retropubic space This 
method will suffice m cases of median bar where no mtra 
urethral encroachment is noted endoscopicaUv 
Illustrati\e case — 

PM aeL 69 slowing urmaiy stream and mcreasmg difficulU 
for )ears noctuna 2 httle mcreased frequenc} b} da^ No 
enlargement of prostate pier rectum 
14^45 C}sto-urethroscop\ showed merely sclerobc 
median bar Abo\e transvesical retropubic tech 
mque emplo^'ed uneventful com^escence 
20 9 45 Catheter removed micturition followed 
27 9 45 Discharged s}inptom free 
Nme months later reported complete freedom from unnaiv 
s}inptoms 
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THE CALCULOUS PROSTATE 


U NDER the heading of Calculous Prostate one has to 
consider three distinct entities — 
a " Adenomatous enlargement of the prostate with 
concretions in the periphery, le, between the “adenoma” 
and the pathological capsule 

b Calculous Prostatitis, m which the concrehons are 
distributed throughout the substance of an atiophic and 
chronically infected gland 

c True urinary calculus or calculi lodged in the lumen 
of the prostatic portion of the urethra, having origin higher 
in the urinary tract 

In the first of these types, tieatment offers no parfacular 
problem Where operative intervention is indicated, the 
“adenomatous” mass can be enucleated by any of the accepted 
routes either as a one- or two-stage procedure, such concre- 
tions as are met with being removed at the enucleafion Being 
situated in the zone of cleavage they are readily accessible 
Any of the concretions inadvertently left behind will be 
washed out or voided subsequently Occasionally such a 
concretion may escape into the bladder, and remain there to 
act as a nidus for the development of a vesical calculus Such 
cases can also be tackled transurethrally, but few operators 
will secure a complete enough resection to la}^ bare the capsule 
in its entirety and secure the complete evacuation of the peri- 
pherally placed calculi 

True calculous prostatitis IS frequently present for many 
years before causing symptomatology warranting operafive 
treatment The exact role an antecedent infechon, e g , gono- 
coccal prostatitis, plays in its ehology is not established, but 
suffice it to say that most cases calling for surgical treatment 
are infected, and many have impaired renal funchon It is 
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this combination which renders the surgical treatment difficult 
Surgeons who deal with these cases b} the classical trans\esical 
route often find themscKes m a quandan as to whether to 
empio} a one- or a two-stage procedure In m\ CApenencc 
prcluninarv dnunage is almost inMinabI\ required though 
such was not the counsel of the late Swift Jol) ‘ The 
mdwelbng urethral catheter is poorl) tolerated b} these cases 
and a suprapubic tube is usualh necessan The trans\ esical 
extirpation of the gland is not easj as a secondary procedure 
Visu^ exposure of the bladder base is difficult unless a suffi 
acntl) long p>cnod has elapsed smee the c 3 ’Stostom^ to allow 
the fibrosis m the abdominal wull to subside (Man) allow 
a minimum of 6 weeks ) i^fobihsation of the bladder is 
essential The procedure most commonU adopted is then 
mcision into the gland with remoMil of the concretions and as 
much of the infected glandular tissue as is possible with a 
sharp curette At best man^ concretions are left behind and 
mdeed no little of the mfected prostatic tissue The func- 
honal results lea\e much to be desired (Riches and Muir 
1933) Other operators emplo\ the penneal cxpKKure and 
deal with the concretions and infected glandular tissue similarly 
b} means of the curette Here again the results are on the 
whole unsahsfactor} (Henhne) * 

In recent } ears man} urologists ha\ e been content to deal 
with these cases b} transurethral resection It is certainly 
possible to remo\c much of the infected prostatic tissue and 
man} of the concretions b} this approach and to secure 
results no wnrse than those obtained b} the classical open 
operations This endoscopic procedure is still probabh that 
of choice m \oung subjects where a retention of sexual 
potenc\ IS reqmred but it mevitabl} remains an incomplete 
procedure and raa\ lea\ e behmd infected glandular tissue and 
a var}ing number of concretions The unnar} mfechon 
persists 


Henhne after an cxtensi\e stud} of these cases and the 
results of the abo\ e mentioned procedures ad\ ocated a sub- 
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total pcimoal prostatectomy m men of ag'e groups where c 
retention of sexual potency was of little moment In thi^ 
operation he removes all the prostate withm its capsule 
except a small button at its apex I am m agreement with 
his advocac}'’ m some cases of a radical removal, but now 
employ the retropubic approach in preference to his penneal 


Fig 101 

Sub-total radical prostatectomy Sec- 
tioning ape\ of prostate 

exposure w^hich I formerl}^ utihsed I find it easier, there is 
less danger of mjunng the rectum and compressor urethrae, 
and the haemostasis of the bladder neck and suturing to the 
apex of the prostate are comparatively simple Moreover, a 
temporar}^ suprapubic tube is readil}^ mserted wathout 
additional mcision, if required or if it has not already been 
mtroduced as a prehmmar}^ measure 


THE OPERATION OF SUB-TOTAL RETROPUBIC 

PROSTATECTOMY 

The endoscopic exammahon will probably have been made 
as a part of the prehrmnary mvesbgabon. The bladder is 
emptied by means of a No I5F Tiemann rubber catheter, and 
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the calculous prostate 

the latter left m situ The antenor aspect of the prostate is 
exposed as already described in the operation for adenomatous 
enlargement The laterrl surfaces of the gland are separated 
from the levatores am by gentle dissection with the index 
finger and swabs on holders The nght mdex finger is then 



Fio 102 

bab-toUl ruiical pro«tatcctocn> Line 
of Incision Bt bidder neck 


gently employed to free the apex of the gland from the under- 
lymg rectum always takmg care to keep ventral to Denon 
viUiers fascia When the gland has b^n thus completely 
freed on its under surface the rectum is protected with a 
flexible copper spatula and a transverse sectioning of the 
prostate and its con tamed urethra (identified by means of the 
contained catheter) is effected with the scalpel (long handled 
variety is best) leavmg about 1 cm of prostate tissue distaUy 
2 or 3 Kocher s forceps are applied to the bleedmg points in 
the distal prostate tissue taking care not to pinch the urethral 
mucosa (Fig 101) The catheter is now withdrawn so that 
Its tp hes in the membranous urethra. The proximal porton 
of the prostate is now seized close to the Ime of secton by 
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total pGirncal prostatGctomy in men of ag*e groups where a 
retention of sexual potenq^ was of little moment In this 
operation he removes all the prostate vathm its capsule 
except a small button at its apex I am m agreement with 
his advocacy m some cases of a radical removal, but now 
emplo}^ the retropubic approach m preference to his penneal 



Fig 101 

Sub-total radical prostatectomy Sec- 
tiomrig apex of prostate 

exposure which I formerly uhhsed I find it easier, there is 
less danger of mjurmg the rectum and compressor urethra, 
and the hsemostasis of the bladder neck and sutunng to the 
apex of the prostate are comparativel}^ simple Moreover, a 
temporarj'^ suprapubic tube is readil}'' inserted vathout 
additional incision, if required or if it has not already been 
mtroduced as a prehimnaq^ measure 

THE OPERATION OF SUB-TOTAL RETROPUBIC 

PROSTATECTOMY 

The endoscopic examination iwll probabty have been made 
as a part of the prelimmar}^ mvestigation The bladder is 
emptied b}^ means of a No 15F. Tiemann rubber catheter, and 
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earned out as a preliminary intervention In the 2 cases m 
which the procedure has been uhhsed we have removed the 
catheter 48 hours later and maintained the suprapubic tube 
for 14 days It is possible that suprapubic drainage might in 
some cases be dispensed with and reliance placed on the in- 
dwelhng catheter for 10 days or so A corrugated rubber 
dram is placed down to the suture hue and the wound sutured 
routinely 

By this operation as m Henhne's the greater part of the 
prostate is removed within its capsule thus eradicating all the 
infected glandular tissue and the contamed concretions 

ALTERNATIVE OPERATION 

In the majonty of cases the above radical procedure may 
be held to be imdnly drastic and a more conservative retro- 
pubic operabon analogous to that commonly practised via the 
penneal route be adopted This entails as menboned earher, 
exposure of the prostate masion of the capsule followed by 
curettage of the calculi and as much of the infected glandular 
bssue as possible 

Conservative Retropubic Operation for Calculous Pro* 
tate 1 — ^The anterior surface of the prostate is exposed m the 
roubne retropubic manner after the mtroduebon of a No 15F 
Tiemann catheter A midlme longitudmal masion through 
the capsule and anterior \vall of the urethra is made exposmg 
the catheter The edges of this masion are now grasped with 
long Alhs forceps and the catheter withdrawn until the bp is 
lying m the membranous urethra Usmg a small sharp 
curette as much as possible of the infected prostabc tissue is 
removed with its contamed concrebons The capsule should 
he laid bare and no concrebons should be palpable to the 
ex'plonng finger When this has been satisfactorily accom 
pushed, a small pack is placed m the cavity whilst attenbon 
IS directed to the bladder neck which wU be found to be 
sclerobc m most cases The spreader is inserted into the 
vesical oubet and held open b> the assistant drawing the 
antenor lip upwards. This enables the operator to visualise 

10 
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means of 2 Kocher s or other appropnate forceps, and drawn 
forwards whilst it is cleared posteriorly from the shimng fascia 
of Denonvilher up to the bladder neck Adhesions to the 
vesicles are now encountered and divided Bleedmg points are 



Fig 103 

Sub-total radical prostatectomy Approximation of 
bladder neck to apex of prostate 


grasped with hsemostats and coagulated The gland, complete 
in its true capsule, is now attached merely to the bladder neck 
(Fig 102) It IS sectioned immediately adjacent to this 
structure Bleedmg vessels, notably the 2 prostatic artenes, 
are visuahsed, seized with hsemostats, and coagulated The 
tngone is now mobihsed until the bladder can be drawn down 
to the apex of the prostate without tension The catheter is 
advanced until the eye lies withm the bladder The bladder 
neck IS now^ sutured to the prostatic apex by means of 5 sutures 
of No 1 chromicised catgut, the knots lymg, as usual, exter- 
naU}^ I have found a small boomerang needle best for this 
purpose (Fig 103) In many cases w^here infection has been 
marked it will be best to insert a suprapubic de Pezzer tube 
mto the bladder through its antenor w'^all, if this has not been 
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earned out as a prelmunary intervention In the 2 cases m 
which the procedure has been utihsed \ve ha\e removed the 
catheter 48 hours later and maintained the suprapubic tube 
for 14 days. It is possible that suprapubic drainage might m 
some cases be dispensed with and reliance placed on the in- 
dM'elling catheter for 10 daj^ or so A corrugated rubber 
dram is placed down to the suture hne, and the wound sutured 
routmely 

this operatioD as m Henline s the greater part of the 
prostate is removed within its capsule thus eradicating all the 
infected glandular tissue and the contained concretions 


ALTERNATIVE OPERATION 

In the majonty of cases the above radical procedure may 
be held to be unduly drastic and a more conservative retro- 
pnbic operation analogous to that commonly practised via the 
permeal route be adopted This entails as mentioned earher 
exposure of the prostate mcision of the capsule followed by 
enrettage of the calcuh and as much of the infected glandular 
tissue as jxjssible 

Cotu^rvativc Retropubic Operation for Calculotu Pros 
tate I — The antenor surface of the prostate is exposed m the 
routme retropubic manner after the mtrodnction of a No 15F 
Tieraarm catheter A midhne longitudinal masion through 
the capsule and antenor wall of the urethra is made exposing 
the catheter The edges of this masion are now grasped with 
long Allis forceps and the catheter withdrawn until the tip is 
lymg m the membranous urethra Usmg a small sharp 
curette as much as possible of the infected prostate tissue is 
removed with its contamed concrehons. The capsule should 
be laid bare and no concretions should be palpable to the 
e^lonng finger When this has been satisfactorily accom 
pilled a small pack is placed m the cavity whilst attention 
13 directed to the bladder neck which will be found to be 
sclerotic m most cases The spreader is mserted into the 
vesical outlet and held open by the assistant drawmg the 
^ ^P^'ards, This enables the operator to visualise 
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the posterior hp It is seized with the angled grasping forceps 
(Fig 55) and a generous wedge resected with curved scissors 
The pack is now removed and after any obvious bleeding 
pomts have been dealt with by means of the endothermy needle 
the catheter is advanced until the eye is withm the bladder 
The incision m the capsule is now closed with a continuous 

j I ~2 0 

L . - - - - 



Fig 104 

Shows calculi and fibrous prostatic tissue 
removed from case mentioned below 


suture, the retropubic space dusted with sulphamlamide 
powder and the abdommal wall closed with the routme dram 
Where a prelimmary cystostomy has been made this is dealt 
with as descnbed on page 111 
Illustrative cases — 

J S L , set 64 , urmary symptoms for 5^ years smce 
exposure m open boat after bemg torpedoed m 1940, fre- 
quency, pam and difficulty of micturition, urme grossly 
mfected , small firm prostate on rectal exammahon , bladder 
almost to umbihcus , skiagrams showed calculosis of prostate , 
Blood Urea 67 mgms per cent 

19 1 46 Suprapubic Cystostomy ; discharged for recovery 
of general and renal condition 
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24 5 46 Retropubic Evacuation of Prostatic Calculi | ^\edge 
excision of bladder neck and nodules from each 
lateral lobe (Fig 104) 
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Pre-operative tlclafiram oi abo\-e ca*e tbemlag extcn*l\e 
calcttloai cliaeoxc of prortate 
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Poet-opemhrt •bagraiu note compirte dlMppainmce of 
cakmll 


16 46 Catheter rcrao\ed \oided normallj ^\lth \er\ 
slight leakage 

13 6 46 Discharged home soundl\ healed 

lOA 
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K Ji r H o jm; 13 1 c urinary s u r m: r y 


9 8.46, General condition "better than for years”, le- 
taining urine for 4-5 hours by day and one or two 
disturbances at night. Excellent stream Urine still 
hazy 

11 1 1 46 Urine clear, F =normal/0 — 1 
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fcrnpr r iturc cli irl of ii)ov( case — second sUge 
( V icLi iLjon of prosUitic calculi 


H E. W , £Et, 86 , for 2 years noticed difficulty of urination , 
stream poor , no marked frequency ; terminal diibblmg , lectal 
examination revealed crepitus suggestive of calculous prostate , 
confirmed by X-Rays (Fig 103) Blood Uiea 36 mgms per 
cent 

9 7 46 Retropubic evacuation of calculous prostate (Fig 
106) 

16 7 46 Catheter removed, voiding well with slight incon- 
tinence at night 
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the calculous prostate 

31 7 46 Discharged ^vlth free urmaiy stream and no marked 
frequency mcontinence had cleared up 
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Calculi removed ireJEO above ca»c 


208 46 S)Tnptora free stream excellent frequency D/N 
normal/0-1 
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STONES IMPACTED IN THE PROSTATIC URETHRA 
The vast majont> of cases where a \esical calculus be- 
comes unpacted m the prostatic urethra can be sabsfactonl} 
dealt with b} transurethral methods, \A'herc a sound fails to 
dislodge the calculus the open end of the panendoscope sheath 
^^TU usually succeed and then litholapax> b} means of a Canny 
Rj'all q^toscopic hthotnte is an eas) matter From tune to 
tune, hone\er, cases yall be encountered where such stones 
cannot be dislodged or where retention phenomena are 
being caused bj prostahe calcuh impinging on the canal the 
greater part of the calculus bemg firmlj embedded m the 
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T«o olntroctlng culcnll rcmm-otl rrtTDpabkallj 

prostatic tissue In such cases endoscopic methods ma) be 
contra mdicated or impossible Here open operation is 
requued and the retropubic approach affords an eas} W’a}' of 
reheving the obstruction The prostatic urethra is mcised 
longituduiall> as in the preceding operation the calcuh 
extracted and the capsule sutured The following case fllus 
trates the use of this procedure — 

ICW fct 76 prostatic symptoms frequency and difficultv 
for some years due to known prostate calculi retention super 
vened general condition precluded any radical procedure 
retropubic exposure-extraction of the bvo obstnictuig calculi 
capsule sutured catheter drainage 5 days on removal of the 
catheter freeiuinabon (Fig 112 show^ the two calcuh) 
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CARCINOMA OF THE PROSTATE 

F ew cases of carcinoma of the prostate reach the urologist 
sufficiently early to render cure likely from a radical 
removal of the tumour, as is obtainable m malignancy else- 
where In the thirteen years 1928-1941 I met with two cases 
only in which a presumptive diagnosis of prostahc carcinoma 
suggested to me the possibility of cure with radical surgery 
In one a perineal extirpation was effected with a 22 months' 
survival , in the other biopsy of a suspicious nodule revealed 
no evidence of malignancy but merely fibroadenomatous 
change The latter case was subjected to a successful supra- 
pubic enucleation The four years 1941-1945 found us hopeful 
of the effects of o3strogen therapy, either a sub-capsular 
orchidectomy or the administration of Stilboestrol and its 
analogues, and we treated all cases, early and late, with this 
form of therapy Though the immediate effects are dramatic 
in a large proportion of cases, it has now been established that 
no case of prostatic carcinoma is likely to be cured by 
oestrogens and attention is again directed to early diagnosis 
and essays at cure by radical surgery 

Since August 1945, when I first employed the retropubic 
approach to the prostate I have met with 5 cases m which I 
felt a radical operation warranted In one of these the opera- 
tive exposure revealed an unsuspected widespread involvement 
which precluded radical surgery In the other two cases a 
total prostatectomy including seminal vesicles and half the 
bladder base was effected and both patients survived the 
operation regaining urinary continence It is yet too early 
to comment on the prospect of cure In yet a sixth case with 
bladder base extension a total cysto-prostatectomy following 
ureteric transplantation into the colon was employed (see 
later) 
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The radical operation devised by Young* and developed by 
his disaples and others^* has not proved easj^ of execution in 
the hands of most, and the difficult part of the operation the 
dissection around the vesicles and bladder base and the subse 
quent suturing has to be earned out at the maximum depth of 
the operative field. In the retropubic version of the operation 
which I have devised this part is nearest to the operator and 
so best visualised Though reahsmg fuU}'^ that but a verj^ small 
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Author'! roodlfifd Doj-en t nb rtripper 


proportion of cases of mahgnant prostate reach the urological 
surgeon sufficiently early to warrant radical surger}' I am con- 
vinced that the total extirpation feasible b> the retropubic 
route IS that most likely to efiect a cure and I place on record 
the operations I have employed on the above mentioned cases 
\Vhen climcal radiological biochemical and, if necessary 
penneal biopsy have established the diagnosis and the 
apparent limitation of the mahgnant process to the gland 
proper withm its capsule the operation of Retropubic Radical 
Total Proatatectomy IS thus conducted. 


TOTAL PROSTATECTOMY 


A No 38 F rubber Tiemann catheter is passed along the 
urethra and is spigotted after the bladder has been eraphedL 
The routme retropubic exposure of the prostate is made B3 
careful blunt dissection usmg largely the nght mde,x finger 
the apex of the prostate is freed from the underljong rectum 
(see Fig 26) the presence of the indwelbng catheter helping 
to define the membranous urethra ]ust distal to the apex of 
the gland The authors speaal curved dissector (Fig 113) 
modelled on the lines of a Doj en s nb stnpper (or a threaded 
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aneurism needle), is then passed under the apex of the gland 
and usmg the Hams hgature earner a length of No 2 braided 
silk drawn through The catheter is withdrawn, the apex of 
the gland seized on each side with a pair of long Alhs forceps 
and the silk knotted securely proximal to the forceps The 
urethra is sectioned bet\\^een the Alhs clamps and the silk 
hgatm'e The prostate is now drawn upwards and peeled by 



Fig I 14 

Tota 1 Pros ta tec tomy Prosta t e turned 
upw ards revealing \ esicles Rectum, 
co\ered by fascia of Denon\aIlier, is 
seen in depth 

gauze dissection from the undertymg fascia of Denonvilher, 
the sh'ong s hinin g laj^er which separates it from the rectum 
(Fig 114) 

The separation is contmued until the attachment of the 
fascia to the bladder base and vesicles is met This is now 
mcised transversel}^ in the midhne and the freeing of the 
bladder base proceeded vath Each vesicle is dehvered m turn 
and the vas deferens and vascular pedicle clamped and 
hgated ^^dien the bladder base has been well undermmed 
the anterior v^all of the bladder is opened transversel}^ to 
expose the tngone (Fig 115 ) This latter structure is then 
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secboned close to the uretenc orifices as shown in Fig 115 
and the mass consisting of the greater porbon of the prostate 
the vesicles and half or more of the bladder base removed m 
a smgle bloc. It but remains to anastomose the bladder to 
the urethra distallj The catheter is re mtroduced along the 
urethra mto the bladder B} drawmg on the Allis forceps and 
using the small boomerang needle catgut sutures 5 m 



no 115 

Total ProotntretoTny Votcrior w»U of 
bladder opened trarLn,Tnely Dotted line 
■bow* line of Indtion of trigone 

number are placed as sho^vn m Fig 116 approxunatmg the 
new bladder outlet to the membranous urethra the knots bemg 
placed externally The unduly large vesical outlet is next 
closed vertically by mtemipted catgut sutures A temporary 
suprapubic de Pezzer dram is placed in the bladder through 
its antenor wall The abdominal wall is closed with adequate 
drainage The catheter is left m situ for 48 hours to allow 
for conbnuous through and through lavage It is then with 
dra\\Ti and the de Pezzer tube left in for suprapubic dramage 
for 14 days ^Vhen the suprapubic fistula is almost closed a 
urethral catheter is inserted to effect the final closure 
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Full unnai^/ continence should be obtained alwa57s pro- 
\dded that scrupulous care is taken to avoid damaging the 
compressor urethrse and that cases revealmg a dovmward 
spread of the malignant process are not subjected to the 
operation. (It appears to me that even in those cases where 



the apex of the gland is invaded and where radical extirpa- 
tion would inemtabl}' jeopardise the compressor urethrse the 
operation might be justrBabJy undertaken The resulting 
urinarj’ incontinence could later be dealt with bj^ the author s 
ribbon catgut procedure descnbed elsewhere) ^ 

In cases where there is widespread involvement of the 
bladder base and in which an adequate remm^al wuuld ini^olve 
the ureteric orifices, an e^^en more extensive procedure may be 
warranted, namely" a preliminary^ uretero-mtestinal transplan- 
tation followed hy a total cysto-prostatectomy This I earned 
out in the following case : — 

T.P.A., at 57; complaining of increasing dysuna and 
urinary frequency for upwards of a j'ear. Despite oestrogen 

1 MrLX.T^ TETir>cx Proc Roy Soc Ved 32^ 
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herapy and unnaiy antisepsis his symptoms mcreased m 
jeventy The unnary frequency reached the stage of 
hsturbances every twenty minutes day and night always 
iccompanied by strangury and rectal escape His phght was 
ndeed pihable He had lost 70 lbs. m weight C 3 ^toscopic 
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PhotOtfT»ph of blaikicr and prortate Maiken have 
been ini^ed faito tho opening* of the ureter* Tbo 
compact white tbrac In each lobe of tho prmtato i* 
caremoma 


exammahon show'ed ulceration of the vesical mucosa Bi- 
lateral uretenc transplantation ivas performed ^vlth immediate 
stnking general improvement The amehoration was so 
marked that some weeks later a total cj'sto-prostatectom} wiis 
performed (Fig 117) No special ojierahve difficulty was 
encountered and the post-operative course \vas extreme!) 
sahsfacton for 5 days He then developed an acute dilatation 
of the stomach and despite mtravenous therap) conhnuous 
gastnc suchon and the usual supportive measures he 
succumbed from cardiac failure In retrospect it is apparent 
that the extreme loss of weight mdicated a metastatic spread 
not climcall) detectable 
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CARCINOMA OF BLADDER 

A fuller recognition of the poor results in the consen^ative 
treatment of extensive papillomatosis and carcmoma of 
the bladder in the great majorib' of such cases has led 
to a vnder application of radical surgepi^ to these dread 
ailments (Fig. 118). 



Fig IIS 

Carcmoma of Bladder Graph shotrmg Simival Time 
of -nvo groups of cases ( 1 4S treated 2 S untreated ) 
Amer J Cancer (39S7) 


The procedure most commonlj' adopted to-da 3 * — excludmg 
those earh' carcinomata locahsed to the lateral wall of the 
bladder suitable for segmental resection (Fig. 119), and the 
obmousR inoperable malignant tumours with extravesical 
extension — ^is uretero-inteshnal anastomosis followed b}^ total 
C 3 'sto-prostatectom 3 '. Improvements in technique and ancil- 
lary’’ aids such as blood transfusion, mtravenous sodium 
sulphate, sulpha drug therapy, and the like, ha'\’e reduced the 
mortahty of these foimerh* formidable operative ad’i'entures 
to reasonable dimensions With a judicious selection of cases 
and skilful surgen*, the combined operative mortalib^ should 
not now exceed 10-15 per cent — a justifiable mortalib' when 
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we consider the nature of the disease and the pain wracked 
end of the untreated case, mether we can hope for a high 
proportion of ultunate cures is doubtful when deahng mth 
vesical carcinomata, but we have at least the sahsfachon that 



Fia lie 

Type of necrotic papiUnry carrinooi* iltuated on Uter»l 
w*ll of bladder remote from ureteric orifice »nd amen 
able to tegmental reaectloo 

the end has been rendered more tolerable and this m itself 
m my opimon iuliy justifies the adophori ot such seemmgly 
heroic measures 

The retropubic method of canymg out the cysto- 
prostatectomy difiers httle from that ongmally desenbed by 
Hinman^ m 1935 Most operators free the bladder from above 
downwards tenninatmg the operation at the apex of the 
prostate Hinman advocated the reverse procedure for manj' 
of these cases and I am m wholehearted agreement with his 
advocacy I have to date performed 33 such operations with 
one death from mteshnal obstruchon due to the strangulation 
of a loop of small bowel through the sutures of the pelvic floor 

1 Krnu't F (ISS6) Sirrj O^rc Obif 60 0&1 
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THE OPERATION OF TOTAL CYSTO- 
PROSTATECTOMY 

A urethral catheter is first passed, the bladder washed out 
and drained, the catheter being left in situ A 4 inch supra- 
pubic midlme incision is now made, exposing the retropubic 
space routinely The apex of the prostate is freed as already 
descnbed in the operation for radical removal of the malignant 
prostate Two ligatures are thrown around this region on an 
aneurism needle, the catheter withdrawn, and the hgatures 
tied firmly one cm apart The urethra is sectioned between 
the hgatures The proximal tissue is further secured by means 
of silk hgatures mtroduced through its substance on a trocar 
pointed needle Traction is then mamtamed on the prostate 
by means of Littlewood's forceps, allowing spongmg off from 
the underlymg DenonviUier’s fascia separating it from the 
rectum When the area of attachment of the fascia to the 
seminal vesicles and vasa is reached it is mcised, exposmg these 
structures, and allowmg for their freeing and delivery The 
left vas and corresponding vessels are isolated, doubly clamped 
and ligatured The opposite vas, etc, are correspondmgly 
dealt with The vascular pedicle of the bladder is next 
isolated on each side, doubly clamped en masse usmg curved 
Kocher forceps, and divided The pentoneal cul de sac of 
the retrovesical fossa is now exposed and peeled off the bladder 
by gauze dissection until the urachal attachment is reached 
If the peritoneum is firmly adherent to the dome of the 
bladder it is mcised, and the adherent area removed with the 
bladder. The opening in the serous sac is sutured if it has 
been necessary to open it Where a well-marked urachal 
attachment is present it is doubly clamped and divided 

Careful inspection of the pelvic cavity is now made to 
ensure that all bleeding has been controlled, and the area 
dusted with 5 grams of sulphamlamide A corrugated drain is 
placed down to the severed membranous urethra, and the 
wound closed with interrupted sutures The dram is shortened 
daily, and not removed before 5 days 
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This operation ensures the removal of the entire bladder 
and the prostate and vesicles ^vlthout opening and with a 
minimal handlmg of the mvaded viscus Particular care must 
be taken when eradicating a thm walled bladder containing a 
mass of fnable papillary tumour lest perforation of the 
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Total cyato-prottatactomy «pccimrti tbarrliig 
laBltratlng pepiUaiy tumcmr of bladder with #«o 
ling tomonra on b«uo (pnticot alivo and well 
mont^ latar) 


bladder occur and viable mahgnant cells be sp3t mto the 
pelvic cavity Blood transfusions are administered when the 
haemoglobm has sunk to below a safe level, either from pre- 
operative bleed mg or unforeseen operative haemorrhage 
Post-operahve rest in bed for 14 days is usually required. 

Iflustrative Case — 

Mis T fct 54 complained of hieruatana for one month 
little mcreased unnary frequency Cystoscopic exammahon 
revealed extensive necrohe papihaiy neoplasm of left lateral 
w'all of bladder hiding left ur^enc orifice from view Intra- 

11 
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venous urograms showed normal right upper unnaiy tract but 
commencmg dilatation of left ureter and renal pelvis 
24 4 44 Bilateral uretero-mtestmal transplantation 
15 5 44 Total Cystectomy Large fungatmg papillaiy 
carcmoma 
9 6 44 Discharged 
Alive and well 2 years later 



Fig 121 

Papillar}'’ carcinoma of bladder neck 


NEOPLASM OF THE VESICAL NECK 

The vast majonty of neoplasms of the bladder base, if 
operable, call for total C3^sto-prostatectomy preceded by 
uretenc transplantation Those operations fonnerly employed, 
such as transvesical diathermic coagulation, were almost 
mvariabl}^ followed by recurrence, as were the segmental 
resechons By means of the retropubic approach we have in 
one instance succeeded in removmg with a wide margin a 
papillary carcmoma of the bladder neck, and preserving a 
completely contment bladder In this case — a man of 57 — a 
relahvelj'^ earlj^ papillai^^ tumour ansmg from the left side of 
the bladder neck was diagnosed cystoscopically The classical 
retropubic exposure was effected, the prostate sectioned close 
to the apex and turned upwards, as already descnbed under 
prostatic carcmoma The antenor wall of the bladder, about 
3 cms above the bladder neck, was incised transversely The 
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papilbn tumour ^\’as now visualised (Fig 121) and diather- 
mic coagulation appbed to the tumour The tngone was 
incised transverse!} ]ust below the uretcnc orifices and the 
distal portion removed cmbrncing the low'er half of the tngone 
the bladder neck and the upper two-thirds of the prostate 
The upper half of the tngone w-as mobilised and now approxi- 
mated to the ap>e\ of the prostate as descnbed under the 
radical operation for calculous prostatitis The patient left 
hospital five weeks later soundl\ healed and with complete 
“JT^nan contmence He w-as exhibited to the Surgical Unit of 
’ ^ Bartholomevs s Hospital four months later sjmptom free 
d with full unnarj contmence. 

In more exiensive involvement, where it would be neces 
\ to sacnficc the whole of the bladder base reimplantation 
the ureters mto the dome of the bladder would be neces- 
sarj This would present no difficult and where an adequate 
amount of bladder could be left rmght be preferable to a 
uretero-intestinal transplan tafaon I would emphasise 

however that I regard a total cv'stectomv which avoids 
opemng the bladder and so nsking the spilling of mahgnant 
cells as the operation of choice m most cases of mahgnancv 
of the bladder base and neck 
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POST-PROSTATECTOMY OBSTRUCTION 

E very operation yet descnbed for the relief of prostatic 
obstruction may be followed by recurrence of obstructive 
phenomena During the past 17 years I have been called 
upon to deal with 83 cases of post-prostatectomy obstruction, 
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blnclurc at vesical outlet follo\Miig ] rcycr prostat- 
ectomy View ihrougli Panendoscope with filifonn 
appro iching stenotic orifice 


excluding those following resection — strictuies, inadequate 
resection, further growth of adenoma, etc As mentioned 
earlier m the text five of these followed a retiopubic 
prostatectomy by m3^self Two other cases following this 
operation by other surgeons have recently been met with All 
these cases occurred before the routine excision of a wedge 
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from the postenor hp of the vesical outlet \vas adopted In 
more than 200 cases m which this was done nn such comphca- 
hon has been met \vith 
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Stenoil* ol aapnxncmtlae arethra loQcmirig Hani* 
proatatcctomy Urrthro*copic vlor ol ■trictnro with 
\eramontimtiin m foreground 

The remainmg 76 cases follo\ving \anous open operations 
for prostate obstruction maj be thus tabulated — 


Ongmal 

operation 


Fre>er 

42 

Thomson Walker 

4 

Hams 

10 

Penneal 

2 

Unknown 

18 

76 cases 


Excludmg the two peiineal cases where the obstruction 
recurred at the apex of the prostate and those due to incom- 
plete removal of the adenomata the obstruction recurred 

llB 


CHAPTER XIX 


POST-PROSTATECTOMY OBSTRUCTION 

E very operabon yet descnbed for the relief of prostatic 
obstruction may be followed by recurrence of obstructive 
phenomena During the past 17 3^ears I have been called 
upon to deal with 83 cases of post-prostatectomy obstruction, 
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Stnclurc at vcsjcal outlet follou jng 1 reyer prostat- 
ectomy View through Pant ndoscope with filiform 
appro ichmg stenotic orifice 


excluding those following resection — strictures, inadequate 
resection, further growth of adenoma, etc As mentioned 
earlier in the text five of these followed a retropubic 
prostatectomy by myself Two other cases following this 
operation by other surgeons have i ecently been met with All 
these cases occurred before the loutine excision of a wedge 
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om the postenor hp of the vesical outlet was adopted In 
Lore than 200 cases in which this was done no such compUca- 
on has been met \vith 
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Stenosis of rupmunontinr nrethm following Harris 
prostatectomy Urrthroicopic view of stnctnrn with 
I'emmontonuni in foreground 


The remaining 76 cases following various open operations 
or prostahe obstruction may be thus tabulated — 


Onginal 


ojieration 


Frejer 

42 

Thomson Walker 

4 

Hams 

10 

Penneal 

2 

Unknown 

18 


76 cases 


Excluding the two p>enneal cases where the obstruction 
recurred at the apex of the prostate and those due to incom- 
plete removal of the adenomata the obstruchon recurred 
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at the vesical outlet In one case, a man of 86, a prostate 
weighmg 135 grammes was removed retropubically ten years 
after a Freyer prostatectomy by a well-known Urological 
surgeon , he had m the mtenm undergone two transurethral 
resections In several other cases persistent obstruction had 



Fig 124 

Adenoma of nght lateral lobe left behind inadvertently 
at Freyer enucleation, continuance of dysunc symptoms 


been due to lobules left madvertently close to the apex of the 
gland In a study of the subject some years ago and reported 
to the Section of Urology of the Royal Societj^ of Medicme 
(printed m extenso m the Bnhsh Journal of Urology, 1942) 
I suggested the foUowmg classification of post-prostatectomy 
obstruction — 

1 Membrane formation — 

a At the vesico-prostahc outlet 
b At the membranous urethra 

2 Scar Tissue formation — 

a At vesical outlet (Fig 122 ) 
b At lower end of prostahe cavity 
c In the prostahe bed (Fig 123 ) 

1 Mnrn, T£Rence (1942) Bnt J Urol 14, 113 
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3. “Adenomata” — 

a Inadvertentlj^ left behmd at operation, vai3ang in 
size from a whole lobe (most co mm only/ a lateral 
lobe) to a small pea-like bod}^ (Fig. 124 ) 
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Oblique Urethro'CVFtogram thrc‘e months after retropubic 
prostatectomy (No \sedge resection was performed ) 

Symptom free 

b Late reformation of “adenomata” from prostahe 
tissue nonnail}' left at operation 
4 Calculus formation either m bladder or prostatic cawt}' 
Carcinomatous m'^^oh'ement of prostahe bed 
Acute or chrome inBammaton' lesions of the urethra, 
e g., peri-urethral abscess leadmg to stricture 





POST PROSTATECTOM'i OBSTRUCTION J6S 

7 Stncture of the external unnan meatus usaall\ the 
result of prolonged _uidv\ellmg catheter drainage 
S Papillary tumour at \esical outlet or in the prostabc 
bed- 



Fro 12» 

ObUqoe UrrtJiro-cv’TttjRram four incmthj after rrtropnbtc 
pnwutectotay fn tvhrch t«<xtioa of portctvjr Up 

eflrct«j Symptom fiw 

9 Caranoma of the urethra 
10 Psi*chogemc causes 

Of the 53 cases described in m\ onginal paper I had 
recourse to open operation m ont} three \nth one additional 
seen m consultation and subsequent!) operated upon bi 
another surgeon Since this publication two additional cases 
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3 “Adenomata’' — 

a Inadvertently left behind at operation, varying m 
size from a whole lobe (most commonly a lateral 

fn a email -npa-lilr^ik rP'iO' 194 ^ 



POST PROSTATECTOiI\ OBSTRUCTION 1®® 

7 Stncture of the external unnao' meatus usuall} the 
result of prolonged jndwellmg catheter drainage 

8 Papillary tumour at \esical outlet or m the prostatic 
bed 



Fia ]28 

Oljliqtio UrtthTo-cittogrnm four montiu after rrtropobic 
prcwtatfctomy in ■uhtcii viMlgc rrtccbon of porterior lip 
rflfctrtl t^^■Toptom free 

9 Carcmoma of the urethrau 
10 Psjchogemc causes 

Of the 53 cases described in mj ongmal paper I had 
recourse to open operation m onlj three with one additional 
seen in consultahon and subsequently operated upon hy 
another surgeon Smee this publication two additional cases 
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3 “Adenomata” — 

a Inadvertently left behind at operation, varying in 
size from a whole lobe (most commonly a lateral 
lobe) to a small pea-hke body (Fig 124 ) 
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(^bliqu( I Tn Ihro-cystogrcjim Ihn c months alUr n tropuhjc 
j>rost<iU ctomy (No ucfjgf nsf^ljon was pcr/ornud ) 

Svmptom fret 

b Late reformation of “adenomata” from proslatic 
tissue normally left at operation 

4 Calculus formation either in bladder or prostatic cavity 

5 Carcinomatous involvement of prostatic bed 

6 Acute or chronic inflammatory lesions of the uretlira, 
e g , pen-urethral abscess leading to stneture 
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7 Stncture of the external urinary meatus usually the 
result of prolonged indwelling catheter drainage 

8 Papillary tumour at vesical outlet or m the prostabc 
bed 



Fro 128 

Obliqoc Urrihro-cyttOfTTUn lonr roontlu ■ftcr retropubic 
prT*tat«rtomy m rvhich wedge resection of posterior Up 
wM r/Tected Sjtnptom free 

9 Carcinoma of the urethra 
10 Psjehogeme causes 

Of the 53 cases described m m3 ongmal paper I had 
recourse to open operation m only three with one additional 
seen in consultation and subsequently operated upon b} 
another surgeon Since this pubheahon two addibonal cases 
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have been subjected to open surgerj^ one by the classical 
transvesical route in 1941 and one by the retropubic approach 
in 1945 It IS with this latter approach that I shall now deal 
Illustrative case . — 

W H P , ffit 73 , six months previously a hvo-stage Freyer 
prostatectomj^ elsewhere , suprapubic fistula had never closed , 
very small amounts of unne passed per urethram vath great 


I 

4Cf 



Fig 129 

Oblique Urethrogram one month after retropubic 
enucleation of enormous 355 gram prostate Note 
rapid shrinkage of prostatic ca\aty, continued elonga- 
tion of prostatic urethra 

pam , no abnormahty on rectal examination , general condi- 
tion poor, impassable stricture m prostatic urethra 

10 9.45 Retropubic exploration , bougies passed along 
urethra and suprapubicallj^ through vesical outlet 
did not approximate , separated b}^ diaphragm as 
in diagram (Fig. 130) , longitudmal mcision of 
anterior surface of prostate exposed this dia- 
phragm which \v3iS then excised , catheter now 
passed readilj- from external unnarj^ meatus into 
bladder, suprapubic fistula excised and closed in 
laj-ers 
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Obstruction follovnng Retropubic Prostatectomy — With 
the newer technique outlined earher 1 beheve that this sequel 
should rarely if ever occur 
Before the desirabihty of excis 
mg a wedge from the postenor 
Up of the vesical outlet was 
appreaated such cases were met 
with The foUowmg is illustra- 
tive — 

CH aet 66 complamed of 
unnaiy frequency and urgency 
for some years prostate only 
moderately enlarged on rectal 
exaimnahon cysto-urethro' 
scopy revealed 75 acs. resi- 
duum, trabeculated bladder and 
obstruction due chiefly to sub- 
cervical lobe hypertrophy with 
moderate mtraurethral kteral 

lobes, rrtrojmdo •crandi In po*iUctn) 

27 11 45 Retropubic Prostatectomy 
4 12,45 Catheter removed voided well without leakage 

11 12 46 Discharged 

22,12.45 Reported havmg difficult mictunhon, 11/14 steel 
gripped at bladder neck Subsequent instrumen- 
tation confirmed progressive fibrosis at vesical 
outlet 

6,3 46 Endoscopic Resection of sclerotic bladder necic. 

11,3 46 Discharged 

20 6 46 Full urinary stream retammg urme 3^ hours by 
day no noctuna 




Fig 131 

Temp Chart 1 (after retropubic prostatectomy) 



Fig 132 

Temp Chart 2 (alter subsequent endoscopic resection) 
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CHAPTER XX 


TRAUMATIC RUPTURE OF THE 
POSTERIOR URETHRA 


E xcluding those catastrophies where fault} instrumenta- 
tion has led to the passage of a urethral sound bougie or 
catheter through the prostate porton of the canal the 
commonest cause of rupture of the postenor urethra is \nolent 
trauma causing a concomitant fracture of the bon) pelvis It 
has been est mated that 5-10 per cent of pelvic fractures and 
dislocatons are assoaated with visceral compheatons ^ Those 
mjunes causmg a fracture of the pehis associated with an 
aiailsion of the apex of the prostate from the membranous 
urethra ha\e long presented a real surgical problem Uro- 
logical opinion has been b) no means unanimous as to the 
correct surgical attack Nor mdeed is diagnosis alwa)^ easy 
Inability to micturate following a severe pelvic mjurv 
associated ^vlth the appearance of blood at the external unnaiy 
meatus and the presence of a tender mass in the ty^pogastnum 
IS suggesfa\e of a severe lesion of the unnan tract above the 
urogenital diaphragm but it is only when a distended bladder 
can be palpated that certamty exists that a ruptured bladder 
is not present A mobile prostate or soft mass precluding the 
palpahou of the gland on rectal exammahon suggests rupture 
at the apex but suprapubic ex^plorahon is freqaentl\ necessar) 
for accurate diagnosis as to the exact site of the lesion 
French surgical opinion has long held the view that it is 
impracticable to attempt immediate repair of the damage 
owing to the presence of shock and to the great technical 
difficulbes ^ An immediate suprapubic c}'stostomv is usually 
performed and some 6 weeks later an attempt made to re 
canalise the urethra English and Amencan urological 
opmion has been contrary smee World War 1 Gre\ Turner^ 


1 WiiTiti r P r asiQtO Brit J 17 22 
1 LfTMTBr r STCTiuHT* T (IKU) L#^ niptnrw rtf 1 oi+lrf 
a UfCHtn L. a02f) Otn frunc fTurol 
4 TrB>rm G r«n (1953) Ltncft 2 82 
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in 1923 laid down 4 principles for the treatment of the ruptured 
urethra : — 

1- The urine must be dewated b}' suprapubic C 3 *stostom 3 '. 
2 The tom ends of the urethra must be approximated. 

3. No indwelling catheter must be used 

4. After union the channel must not be injured by the 
passage of large bougies. 

"^Ahth these views I am in entire agreement It but remains 
to decide on the mode of application. Hamilton Baile 5 ^ 
recommends ante- and retro-grade catheterisation, and replace- 
ment of the forwardly displaced prostatic urethra by threading 
into it an indwelling self-retaining catheter. He suggests that 
injuries of the posterior urethra represent the one exception 
to the rule that no indwelling catheter should be used, because 
here immediate suture is impracticable. Others, however, 
have used immediate suture with success, notably l\Iorgan and 
Hunt® who carried out a combined operation, suprapubicall}^ 
and perineally, terminating with an exact end-to-end suturing 
from the perineal aspect Hugh Young"' also achieved success 
with the perineal approach. The injury is an uncommon one, 
and Simpson-Smith® was able to collect but 156 cases from 
the hterature in 1936. 

During the past year I have not met with a single case of 
such injury, but I am convinced after an extensive experience 
of the retropubic approach that an immediate suture of the 
urethra by thi^ route is feasible. I would suggest the fohowmg 
technique : — ^After the initial shock has been warded off by 
means of the accepted restorative measures, the retropubic 
space should be opened up, blood clot evacuated, and the 
bladder carefully examined for evidence of concomitant vesical 
injuiq’. A catheter would be passed along the urethra into the 
Cawim Retzii, so identifying the distal tom end of the urethra. 
The proximal tom end should be readily identified either b'S' 
direct inspection and palpation, or by retrograde catheterisa- 
tion after a preliminaiy cystostomy, and the catheter threaded 

5 PAiLry Haictlto's '1£^4i Emenrerirv Snrcerv* 

6 McrGATJ C ^ Hrvr A H iT-942! LoTicct 2, 330 

7 Toi-sr Hrrn J froJ 21, 417 

S A 1935^ 7 5i/rQ 24. 300 



17S 


rupture of posterior urethra 

tlirough into the bladder Using the boomerang needle the 
prostate apex ^vouId be approximated by 3 or more sutures 
to the distal urethra avoiding the mucous membrane The 
orethral catheter would then be withdrawn a de Pezzer supra 



FiO 133 

Attraiptril urrthrogniin tbowin^ devUtion of orcthra to 
n^ht, Notr marked comimnution of pnbii (PKturo 
ir\-«*ed ) 

pubic tube placed m the bladder the retropubic space dramed 
routinely after a dustmg with sulphanil amide powder 
Experience with sub-total prostatectomy would mdicate that 
this is rcadil} feasible The procedure would fulfil the canons 
laid down so excellently by Gre}' Turner for injunes m other 
parts of the urethra At the conclusion of the operabon 
reduebon of the bony deformitv m accordance wath the 
prmaplcs laid down by Watson Jones* (lateral decubitus 
plaster fixabon etc.) would be effected 

Late itncturca of this portion of the urethra arc amenable 
to repair by the retropubic route The following case is 
instrucbi e m this conneebon (Figs I33-I36) — 

DT 'Et21 severe commmuted fracture of pehTS following 

0 t\ TM) J r# n (1011) rrjftiir^ 
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automobile accident, associated with niptuie of uiethia 
Aftei adei^uale anti-shock ti eatment, supi apubic cystostomy 
perfoimed in military hospital on continent Flown back to 
England ten days later Uretliial instiumentation attempted 



J'lO 134 

Oblique iiretlirogram after perineal and suhpubic 
mobilisation of buJb.ar and membranous urcthne 


on several occasions witliout success Tiansfeired to Uro- 
logical Centre All attempts at uietliral instiumentation undei 
angesthesia unsuccessful , complete block distal to membianous 
urethra Rectal examination witli bougie in position revealed 
marked deviation of uretliia to light Attempted Uietliiogiam 
(Fig 133) shows this deviahon 

It was tlien decided to free the urethia from Uie pubic 
ramus perineally and subpubically This mobilisation was 
effected b}^ the double approach but it was still impossible to 
pass a bougie into the bladder owing to complete block m tlie 
prostatic uretlira Uretlirogi aphy two weeks latei showed a 
relatively noiTual distal uretlua but maiked contracture m tlic 
prostatic poition of the canal (Fig 134) Despite the presence 
of the supi apubic fistula, a letropubic exploiation was then 
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Po^t-opcmtlv-c oblJqar arcthrogmra ihoviing rrlati\tlj 
□ ormal contoar 
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made and the anterior of the prostatic urethra laid open 
until the tip of a bougie passed from the external meatus was 
identified j\Iuch scar tissue m the prostahc portion of the 
canal was excised and a new canal fashioned An mdwelhng 
catheter was maintamed for 2 weeks and a silk thread from 
meatus to suprapubic fistula for a further 2 weeks to ensure 
eas\' weekl\' passage of bougies. No apparent re-contracture 
taking place the fistula was allowed to close The patient has 
reported fortnightly at the Out-patient Department but no 
diminution m the cahbre of the urinari* stream has occurred 
and no urethral instruments have been passed smce his dis- 
charge from hospital 4 months ago. Figs 135 and 136 show 
post-operatu'e urethrograms 



CHAPTER XM 

PROSTATIC ABSCESS 

I T has long been held and with this I hi\e concurred 
that the c\'acuation of the dc\ eloped abscess of the prostate 
should be earned out m most cases through a penneal 
inasion From time to time cases wall present thcmscKes 
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where a transurethral evacuation is mdicated usmg either a 
Coliings kmfc through a panendoscope or one or other tj'pc 
of resectoscope In general how-ever it maj be stated that a 
more complete procedure raaj be effected bj an open operation 
permitting true sauccnsation and the breakmg down of all 
locuh Since the mtroduchon of the retropubic exposure of 
the prostate I have on three occasions employed this approach 
with great gratification The operations have been simple and 
the post-operative courses uneventful In no case has any 
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Significant retropubic space infection developed The first two 
c^ses left hospital on the fourteenth and sixteenth day respec- 
tively and I append herewith the case record of the third case 
who remained in hospital twenty-two days 

W.G,, set 55 ; attack of acute retention following perineal 
pain and difficulty ; catheter tied in for five days, accompanied 
by intensive sulpha therapy; on withdrawal of catheter still 
inability to void; catheter replaced, seen in consultation, 
rectal examination revealed tender prostate, boggy; diagnosis 
of abscess; pyrexia had settled on sulpha therapy. 

29.12.45. Retropubic exposure of prostate, With Tiemann 
catheter in situ; longitudinal incision of capsule; 
four ounces of pus evacuated; all loculi broken 
down ; capsule sutured ; routine closure and 
drainage 

5.1,46. Catheter removed; two hours later voided nine 
ounces of urine easily and without leakage. 
21.1,4d. Discharged soundly healed 
Bacteriological examination of pus revealed Staphylococci 
and Coll form Bacilli 

In two other cases where prolonged catheter drainage had 
been emploj^ed for retention due to adenomatous prostatic 
ob.struction an abscess was found at operation. In each 
instance enucleation of the gland was effected and a routine 
postoperative course followed. 

Here are the details of one of these cases — 

W W,, a 2 l 68 ; three weeks previously had an attack of 
coronary thrombosis followed by acute retention of urine, 
cathetei passed and tied in ; owing to shortage of hospital 
beds admission (x:)uld not be secured for three weeks ; investi- 
gation on entering hospital revealed a very large prostate on 
rectal examination; history of prostatic symptoms for mote 
than .six 3 'ears. 

27.9.45 Retrojjubic prostatectomy ; on incising capsule 
an abscess was encountered, about C ounces of 
pus being evacuated ; adenoma enucleated 
2 10 45. Catheter lemoved, voided without leakage. 

18 10.45 Discharged soundly healed 



CHAPTER XXII 
ANAESTHESIA 

I ^ MCV. of his age and frequently assoaatcd pathology — 
cardio-%’ascular pulmonary or renal— the prostahc patient 
IS seldom an ideal one for anaisthesia and often considerable 
judgment is required as to choice of the agent It is essential 
that the anTSthctic selected should be qiuckli ehminatcd mth 
a minimum disturbance of metabolism This object max be 
attamed by \'anous methods but skilful administration is in 
fact more important than the selecbon of the agent For 
example chloroform may be less harmful to a patient nhen 
skilfully admmistercd than mtrous oxide and oxygen imper- 
fectly gi\en b\ an mexpert anaesthetist 

The raajonty of Bntish patients prefer to be asleep dunng 
an operation so we resort to general an'esthesia unless most 
defimteh contraindicated The routine most commonly^ 
adopted is the following As pre medication a h\’poderrmc 
mjection of Omnopon gr 1/3 and Scopolamme gr 1/150 is 
administered one hour before op)eration This secures m most 
cases a drowsiness and amnesia to subsequent e\ ents (This 
dosage is \mied accordmg to the age and general condition of 
the patient and m the very aged the sole preraedication 
employed is Atropme gr 1/150) 

For mduebon four to sev en c cs of a fiv e p>er cent solution 
of pentothal sodium is given intravenoush m the aiuesthetic 
room and the patient transferred to the operating table. 
Anasthesia is then continued with nitrous oxide and oxygen 
care bemg taken to avoid cymiosis high positive pressure or 
accumulation of COa m excess A machine equipped ivith a 
CO. absorber is recommended for this purpose \\0ien 
deeper aniesthesia is required for example durmg enucleation 
of the prostate further mjections are given of tv\o or three 
CCS of the pentothal sodium solution as mdicated An arm 
rest ensures access to a suitable v'em It may be emphasised 
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that m this technique pentothal sodium is the mam anaesthetic 
agent While actng as an adjuvant, or S3mergist, the mixture 
of nitrous oxide and oxygen counteracts the respiratory^ 
depression which pentothal sodium is liable to cause when 
given alone — an important point m the prevention of post- 
operative pulmonaiy complications It is advisable, however, 
to limit the total amount of pentothal sodium used to gm 1 
Should this amount prove msufficient, as sometimes happens 
m patients who are abnormally resistant to the achon of 
barbiturates, it is preferable to obtam the necessary^ depth of 
anaesthesia with cyclo-propane or ether, or by judicious 
addition of chloroform when diathermy is m use at the site of 
operation 

Local Analgesia. — If for any reason general anaesthesia is 
contra-mdicated, for example m the very old, in the presence 
of high blood urea or of advanced cardiac disease, operation 
can be earned out satisfactonty b}^ a hmited field block with 
1 per cent novocain, further injections bemg made mto the 
rectus sheath, the space of Retzius, and the prostatic capsule, 
when it IS exposed This procedure gives results equal to 
caudal and trans-sacral block and requires less time 

Spinal Analgesia. — Spinal analgesia, we feel, need be 
considered onl}^ m the special circumstances m which an 
expert anaesthetist is not available, and the surgeon is called 
upon to make the mjechon himself The method provides 
adequate facilities for the surgeon Apart, however, from the 
occasional complications associated with it, such as a 
dangerous fall m blood pressure, post-operative headache, or 
abdoramal distention, a great disadvantage appears to be the 
detrusor weakness present for some hours, with absence of 
“vis a tergo” to keep the bladder empty and so minimise the 
tendency to clot formation 

Post-operative Care. — In the immediate post-operafive 
penod before consciousness is fully regained, even when 
cj-anosis is absent, the administration of oxj^gen is often 
beneficial, particularly vhen the patient is old or a bad risk 
Later, when the patient is able to co-operate, he should be 
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encouraged to breathe deeph and thus help to prc\ent 
stagnation at the pulmonan bases 

We ha\e no doubt that the retropubic operation can be 
performed ^\^th considcnbU less amesthctic agent than anj 
other open prostatectomj with which we arc acquainted 

I W Magill 
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STRESS INCONTINENCE IN ^\OMEN 

the procedure I am about to descnbe the fasaal slmg 
IS attached at each extremity to a muscular support and by 
relaxmg the abdommal \ya\\ a degree of laxity is obtamed 
This condition is fulfiUed m the position commonly adopted 



dunng the act of mictunhon Moreover those very acts — 
coughing sneezing etc. — which by raismg the mtra- 
abdominal pressure lead to an escape of unne in such cases, 
following the operation cause a tautening of the fascial sling 
elevatmg the bladder neck and so minimising the likelihood 
of a unnaiy loss 


THE OPERATION 

A 15F rubber Malecot catheter is mtroduced on a stilet 
along the urethra into the bladder which is duly emptied A 
flexible stflet is then placed withm the catheter to render its 
identification easier at a later stage of the operation The 
vagina is packed wth gauze soaked m 1/1000 Flavme 

A transverse mcision 15 ems in length is made about three 
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fingers’ breadth above the pubis This is deepened through 
subcutaneous hssue and each flap undermined, being sponged 
from the underljmg aponeurosis ^^flulst each flap is reh'acted 
b}^ means of a pair of Lane’s forceps, fascial strips one cm 



Fig 139 

Shows t^o fascial straps cut and ready to be laid aside 
in \^ann saline swabs 


vide are cut from the aponeurosis as shovm m Figs 138, 139 
and 140 Each stop is VTapped m a v^arm salme swab The 
Rech muscles are nov^ separated m the midlme close to the 
pubis and vath a sweep of the nght mdex finger the retropubic 
fatt}^ hssue is dravai upwards along vath the pentoneal fold 
The author’s self-retaimng retractor (Fig 47) is now inserted, 
spreadmg the Rech Careful mspechon of the retropubic 
space is now made, idenhfymg the deep dorsal vem of the 
chtoris It IS frequentl}^ desuable to sechon this beh'reen 
hcemostats and seal vath the diatherm}^ pomt The urethra 
vath its contamed catheter is palpated and the bladder neck 
identified b}^ its proximih^ to the expanded end of the Malecot 
Usmg a small swab on long sponge-holdmg forceps, and 
supportmg the urethra between the mdex finger and thumb 
of the other hand, it is cleared on either side and as far as 
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possible from the underl}Tng packed vagma (Fig 141) As 
the operation is usually conducted after one or more vaginal 
mtervcnhons there are usually dense adhesions betu’een the 
upper urethra and vagma and complete freemg is impossible 
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Fi-oitlon of »llk iuturo to of fa*:bil rtrnpn 


Still supporting the upper urethra between the mdex finger 
and thumb of the left hand an aneurysm needle or better the 
modified Do3^en nb stopper is forced through beh\een 
the vagma and urethra Gentle up and down movement will 
enlarge the tunnel sufficiently to permit a free passage of the 
fascial slings at a later stage, (Fig 142,) 

A two-foot length of No 2 silk held about its mid pomt 
m a Hams hgature earner (Fig 50) is threaded on to the 
stnpper and thus drawn through (Fig 142) 

The ligature is cut at its mid pomt with scissors (Fig 142) 
A free end of each hgature is now securely fastened to the 
extremity of each fasaal stnp as shown m Fig 143 
By drawing on the silk threads each stnp is drawn through 
the tunnel below the bladder neck (Fig 144 ) 
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'J'hc slnij)s ate knotted together singly and the knot secured 
with a catgut stitch as shown in Fig 146 

The free ends of the straps arc now drawn through the 




J l<, JfiO 

( J ij /oiC.(p‘:> fOi UJidtr 

(ij)jn 1 ijmUjji 1<> hj h1(I< / jim k 


rniddlcj of eacli J^ectus muscle and secuied togelhei by a knot 
Iranslixed wilh catgut. (Fig 147.) 

TUih rnano'uvie seives a dual jiuipose, (a) it sujijxiits the 
laseial sling to muscle at its mnei end and (b) it apjiioximales 
the i^f'cti 'J h(' tiansvf'ise hiatus m the abdominal aponcuiosis 
IS now clos('d with mteiiupted catgut sutuies after a small 
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ated drain has been placed into the retropubic space 
ng a dusting with Sulphanilainide powder The skin 
d Sulphathiazole is administered orall 3 m small doses 
inarj^ antiseptic for hve da 3 's 

5 catheter is gently imgated vnih normal sal me after 
xible shlet has been withdrawn to ensure that it will 
correctly Some readjustment m its position iiia 3 be 
id The \^gmal pack is removed 
lave performed this operation m over 60 cases dimng 
st three 3 'ears ^vlth the most gratif 3 ing results 
ne modifications of the atx)\e techmque are now 
, ed At the suggestion of Mr Charles Read F R.C S 
aal straps are directed to the bladder neck through the 
xirders of the Rech and not behi een the muscles This 
i useful additional length for the final knotting I ha\ e 
Iso abandoned the use of silk for draivmg the straps 
h the tunnel between vagina and urethra but employ 
ired instruments shown m Figs 149 and 150 and draw 
aps through directl 3 ^ 

re must be taken not to elevate the bladder neck undulv 
oar obstruction occur It is mv present practice in most 
to suture the straps to each other ivith Nylon on each 
f the urethra. The free ends of the straps are thus not 
rough! antenor to the rech muscles 
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APPENDIX II 


I am mdebted to ra> fnend Dr Fernand Stobbaerts, of 
Brussels for two most mteresting contributions In the first 
he refers to a case which came under his care some 10 years 
ago in which he actually earned out successfully a repair of 
a ruptured urethra by the retropubic approach using a 
method similar to that I have mdicated on page 174 though 
he secured access by removing some loose bony fragments 
m the course of the operation, a procedure which ma> be now 
considered unnecessary 

TRAUMATIC RUPTURE OF THE POSTERIOR 
URETHRA 



Fro lai 


The patient was a miner who m 1935 was crushed 
between two w-aggons He was brought to the surface and 
immediately taken to hospital bemg exanuned within an hour 
of the acadent He was extremely shocked with a rapid 
pulse of poor volume pentonism and copious hsemorrhage 
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earned out under complete \ isual control The distal 
fragment of urethra w'as mobilised and directed into contact 
with the proximal or prostatic portion On the end of the 
sound wns fastened a long Nelaton catheter The approxi- 
mated fragments were sutured together b} linen thread and 
to a\oid tension reinforcing sutures were placed on each side 
and on the antenor surface of the newU constituted urethra 
This part of the operation wns earned out under \ isual control 
without an} particular difTiculU At tlie end of three weeks 
the urethral catheter wns removed the bladdei filled with 
antiscpbc fluid through the c}stostom\ tube It wns then 
corked and the patient requested to micturate The skiagram 
showed compIctcU the success of the operation (Fig 154 ) 
The subsequent treatment consisted of pcnodic urcUiral 
dilatations Tlircc months later the patient wus seen again 
Mictunbon was eas\ a No 40 Beniquc sound passed casil} 
and as the photographs show there was no apparent disabilit} 
from the loss of bone He suliscquentl} took up his work 
again as a miner He reported ever} three months for the first 
}car the urethral calibre lieing maintained at 40 Beniquc 
The patient has been seen rccentU almost 10 }cars after his 
acadent and the satisfactor} result has lx?cn maintained and 
cunouslv enough palpation of the pubic region show's an 
apparent re formation of the Ixin} skeleton 

CONTRAST DESCENDING URETHROGRAPHY 

At the French Urological Congress m Pans 1946 Dr 
Stobbaerts desenbed his original technique for Radiological 
Delineation of the Cavity after Prostatectomy, and showed its 
application in a case on which I had performed a retropubic 
prostatectomy three months prcviousl} m Brussels at the 
Belgian Urological Congress bv courtes}^ of Professor van 
den Branden By means of a fine preapitate of Thonum the 
Immg of the bladder and vurcthra are visualised on the film 
as the} are dilated b} air passed out b} the pabent durmg 
mictunbon The technique is as follows — 

A catheter is passed and the bladder washed out with 
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RETROPUBIC URINARY SURGERY 

3 per cent Sodium Chlonde solution to remove all mucus 
50-100 cc of Thorium Dioxide is injected^ followed by 
sufficient air to cause the patient to feel that the bladder is 



Fig 161 Tig 162 


full The first film is taken with the patent standing in the 
oblique posihon with the bladder full He is then instructed 
to urinate, a second film being taken dunng the passage of 
the Thonum, and a third dunng the passage of the air 
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Fig 159 show’s a normal mictuntion c}’sto-ui-cthrogram made 
b) the abo^e method In Fig 160 is shown a case three 
months after retropubic prostatcctom) taken before mictun- 
tion the bladder contaming air abo\e and Thonum below 
Fig 161 show’s the begmmng of mictuntion the Thonum 
solution passing tlirough the prostatic cn^^t) and into the 



Fig 163 


urethra. In Fig 162 the Thonum has passed through 
leavmg the urethra outlined as the air is passed out Fig 163 
IS of another case following a suprapubic prostatectom} 
showmg how distmctl> the urethra can be outlined by this 
method. 

From a study of post-prostatectom> cases — Frejer retro- 
pubic, and transurethral — Dr Stobbaerts makes the foJloivmg 
deduction — It seems then that the operation of Millin m 
spite of the section of the bladder neck which he camcs out 
routmely is one that is less mutilating from the physiological 
pomt of view than the Fre>er the sphinctenc mechaiusm 
being enhreb preserved the adenoma alone bemg removed 
He has noted also as have we that these cases have frequently 
an external ejaculation of semen 
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RETROPUBIC URINARY SURGERY 


EPISPADIAS 

I have on two occasions employed the retropubic approach 
to expose the bladder neck and prostatic portion of the 
urethra m such abnormalities In each case an excellent 
exposure was obtained, the verumontanum being clearly seen 
It was not a difficult matter to excise a wedge from the 
anterior aspect of the bladder neck and upper urethra, and 
suture snugly about a small catheter Complete continence 
has been secured I hope to be able to publish the end results 
of these cases at a later date, but experience so far suggests 
that the route will enable us to deal satisfactonly with this 
most difficult type of case 

CONGENITAL VALVES OF THE PROSTATIC 

URETHRA 

Since the introduction of the retropubic approach I have 
not met with a case of this abnormality My friend, Mr Bagot 
Walters of Lincoln, tells me that he has been able to excise 
satisfactorily such valves after a retropubic exposure of the 
dilated posterior urethra It would appear to be the ideal 
approach, and can be earned out either after or at the same 
time as the suprapubic cystostomy 






